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OEDIPUS MYTH IN ANCIENT GREECE 


BY THOMAS C, GUTHRIE, M. D. 


The dream and the myth are recapitulations of human experi- 
ence and human problems: the one for a person, the other for a 
group of people. As such, they are used by the literary artist. 
Frequently the artist attempts to demonstrate a way in which the 
non-artist can meet his problems, The writers of ancient Greece 
selected from a resplendent mythology the legend of Oedipus, hero- 
king of Thebes, for such literary service. 

In a Viennese culture centuries later, Sigmund Freud wished to 
symbolize his understanding of the problems created by the male 
child’s sexual desires for the female parent. He selected for this 
artistic purpose the Greek story of Oedipus. This symbol, “the 
Oedipus complex,” has prospered in the literature of psychoanaly- 
sis and psychiatry and has exerted powerful influence upon 
twentieth century thinking. The purpose of this research is to pre- 
sent the original references to Oedipus in Greek literature and to 
discuss them as reflections of Greek thinking. From such study, a 
better understanding of psychoanalytic concepts may be possible. 

The teachers of psychoanalysis, as they have interested them- 
selves in cultural groups and attitudes, have sometimes seen the 
myth of Oedipus as an expression of Greek culture. In The Inter- 
pretation of Dreams, Freud discusses Oedipus Tyrannus or Oedi- 
pus Rex, a tragedy by Sophocles.’ He finds in the play the literary 
presentation of an unconscious problem, an incestuous conflict, 
which he considers part of the Greek cultural experience. In this 
drama he discerns a tragedy of fate in which man learns of his im- 
potence against divine will. 


Freud reasons that, because latter-day writers have not written 
an equally effective tragedy of fate using similar legends, the rea- 
son for Sophocles’ well-accepted success lies in the peculiar nature 
of the material by which this conflict against fate is revealed. Thus, 
this story is strikingly effective to us today in that it might have 
been our very own. It is Freud’s understanding that “the begin- 
nings of religion, ethics, society and art meet in the Oedipus com- 


plex.’”” Sophocles, as a tragedian, is credited with somehow choos- 


ing a story that every person could find unconsciously in his experi- 
ence, without the dramatist further understanding it. 
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Karl Abraham, in Dreams and Myths, has echoed Freud’s opin- 
ions.” He says, “In the Oedipus tragedy, we see our childhood wish 
fulfilled, while we ourselves have recovered from the sexual attrac- 
tion of the mother and the aversion against the father in the course 
of our development, through feelings of love and piety.” 


A later psychoanalyst, Ferenczi, has credited Sophocles with 
having had a slightly different unconscious insight.‘ In his dis- 
cussion of Schopenhauer’s reference to Oedipus Tyrannus, he 
writes that Sophocles was unconsciously projecting his own prob- 
lems and conflicts into the play. Sophocles’ Oedipus, he describes 
as “the reality principle in the human mind, which permits none of 
the emerging ideas, even those that produce pain, to be repressed, 
but bids all to be equally tested as to their intrinsic truth.” Jocasta, 
mother-wife of Oedipus, is described as the “pleasure principle,” 
seeking only to spare the ego pain, barring unpleasant thoughts 
from consciousness. Thus, Ferenezi credits Sophocles with an un- 
conscious knowledge of the “bisexuality” of the human mind, which 
carries together the “reality principle” and the “pleasure prin- 
ciple.” 


A modern psychoanalyst, Géza Roheim, also refers to the story 
of Oedipus, using it to substantiate his concept of the universality 
of the Oedipus complex.’ Réheim sees incestuous desires as being 
openly active in the olden days of the primeval horde but, in 
Sophocles’ time, projected into the behavior of the heroes and 
gods.° 


In a similar way, Erich Fromm uses the Greek tragedies about 
Oedipus to validate his slightly different understanding of the 
“nuclear complex.’”’ He sees the rivalry between father and son 
as paramount, regarding the mother, not as an object of sexual love 
to the child, but as merely another possession to be taken from the 
father. Under Fromm’s tutelage, Patrick Mullahy has written a 
book presumably as a study of the Oedipus myth.* Actually, he 
does not concern himself with the Greek myth but renders instead 
an extensive review of psychoanalytic thinking. 

In 1948, A. J. Levin presented a still different attitude toward 
the myth.” Historical approach to the legend is proposed. This 
author is greatly impressed by “Oedipus’ miserable beginning” 
and quotes The Frogs of Aristophanes, which describes Oedipus as 
“born wretched and exposed as soon as born upon a potsherd in a 
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winter’s night.” His claim is that the Greeks were deeply con- 
cerned with cruelty to children. The early oral frustration of the 
child is viewed as setting up a conflict with the father and paving 
the way for the “nuclear conflict.” The sphinx, the female monster 
killed by Oedipus in the legend, is said to represent a projection of 
oral impulses resulting from infantile privations, in this case con- 
quered by the intellect of Oedipus. Such incomplete evidence, re- 
ported from Sophocles and Aristophanes, is the basis for Levin’s 
“new interpretation of the Oedipus myth.” 

From this brief review of the psychoanalytic literature, it is evi- 
dent that many psychoanalytic writers have studied the Oedipus 
plays and other works from Greek literature. However, such re- 
examinations of Greek literature have usually been searches for 
evidence favoring the writers’ own interpretations of man’s emo- 
tional life. The psychoanalyst has rarely been able to disagree 
with Freud about the “nuclear conflict,” without first reinterpret- 
ing Sophoclean tragedy. 


BacKGROUND 


From available evidence we may assume that knowledge of the 
story of Oedipus was widespread in ancient Greece. References 
to the story were made so casually and incompletely in Greek liter- 
ature that the citizens of most of the Greek city-states must have 
been thoroughly familiar with it. The myth is primarily a legend 
of Thebes, a large city-state on the southern edge of the plains of 
Boeotia in central Greece. However, in Athens, Oedipus was tra- 
ditionally regarded as one of the founders of that city. The hero’s 
grave was placed in Athens itself, close to the Acropolis. In addi- 
tion, shrines and temples dedicated to Oedipus were found through- 
out most of Greece, especially in places mentioned in the legend. 

The origin of the myth probably dates back to around 2000 B. C. 
in the age of Minoan civilization, the pre-historic culture of Crete. 
Some of the pottery of this era shows an armed soldier, probably 
Oedipus, facing a sphinx. According to the classical scholar, C. 
Robert, Oedipus represented an old Mycenaean God, later divested 
of divinity but still remembered.” Nilsen, another scholar, con- 
siders Oedipus a typical Marchen hero, a personage of a folk tale, 
with the typical descriptive name (“Swollen Foot”) of the lesser 
deity.” 
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Tue Lecenp 


The Greek legend, as reported in later anthologies written dur- 
ing the Roman empire in Alexandria, concerned the son of Laius, 
king of Thebes.”* Because of an oracle’s warning that his son would 
kill him and marry his mother, Laius had refrained from inter- 
course with his wife, Jocasta, until he begat a child when drunk. He 
told a servant to leave the new-born son unprotected on a moun- 
tainside, but a shepherd rescued the child, whose ankles were 
pierced with brooches, and gave it to Polybus, king of Corinth, 
who, with his wife, Perieboea, raised the child, who was named 
“Oedipus” because of his swollen feet. Some years later, curious 
about his parentage, the youth went to an oracle to learn his fate 
and was told not to go back to his native land. Accordingly, Oedi- 
pus left Corinth, which he regarded as his birthplace, and went to 
Thebes. On his way, in a roadside fight, he unknowingly killed his 
father, Laius. Near Thebes, he answered the sphinx’s riddle, the 
sphinx died, and as his reward, Oedipus became king of Thebes 
and husband to his mother, Jocasta. By Jocasta, two sons, Poly- 
nices and Eteocles, and two daughters, Ismene and Antigone were 
born. As the two parents found out the truth of their relationship, 
Jocasta committed suicide and Oedipus blinded himself. His fate 
from there on soon led to his death, but the scene of death varied 
in different versions of the story. 


From THe Greek LITERATURE 


1. Homer 


There are two short references to Oedipus in Homer. The Iliad 
mentions that there was a man “Mekisteus, who came on a time to 
Thebes, when Oedipus had fallen, to his burial, and there he over- 
came all the sons of Kadmus.”* In this passage, Homer relates 
that Oedipus met disaster in Thebes and was buried there. 


In The Odyssey, Odysseus in Hades reports that “the mother of 
Oedipus I saw, fair Epicaste (later Jocasta), who did a monstrous 
deed through ignorance of heart, in marrying her son. He, having 
slain his father, married her; and soon the Gods made the thing 
known to men. In pain,.at pleasant Thebes, he governed the Kad- 
meians, through the God’s destroying purpose; and she went down 
to Hades, the strong gaoler, fastening a fatal noose to the high 
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rafter, abandoned to her grief. To him, she left the many woes, 
which the Avengers of a mother bring.’””” 

As Homer records the folk tales and camp-fire stories of early 
Greek culture, from around 1100 to 800 B. C., he writes for all of 
Greece. Though the evidence is incomplete, we can perhaps draw 
a few conclusions. The story of Oedipus, which he mentions so 
casually because every Greek knows it well, may reflect the uncon- 
scious problems of these many tribes. However, Homer sees Oedi- 
pus and Jocasta as persons who have broken nature’s law against 
incest and incurred innocently the wrath of the gods. In Homer’s 
writings, Oedipus learns of his sin through the gods, and then the 
merciless god of justice punishes the helpless hero and his mother. 
This primitive theism allows man no responsibility for his sins and 
also renders man incapable of learning about himself. The myth 
presents the problem; Homer’s answer, is “do this and the awful 
just Zeus will punish you.” 

2. Hesiod 

In a work, written in the eighth century B. C., approximately 
100 to 150 years after Homer, Hesiod states that in the story of 
Seven Against Thebes, the heroes “fell fighting, because of the 
sheep of Oedipus.” 

3. Herodotus 


Herodotus, in 450 B. C., reports that Theban emigrants estab- 
lished a cult of Oedipus, in Spain.” 


4. The Oedipodia 


Pausanias, an anthologist of the time of Hadrian in the second 
century A. D., makes mention of an epic poem, called the Oedi- 
podia, written in Greece before the Athenian age.“* This work is 
not extant. 


5. Aeschylus 


There is evidence that Aeschylus (¢. 526-456 B. C.) wrote two 
plays, Laius and Oedipus, early in the Athenian period, but neither 
has survived. 


6. Sophocles 


The next references to Oedipus in Greek literature are the most 
famous: two plays of Sophocles (c¢. 495-406 B. C.), Oedipus Tyran- 
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nus and Oedipus in Colonus,”* both written in the period from 
450 to 406 B. C. These two plays are created at the height of 
Athenian civilization by a great literary artist who turns to the 
myth and folklore of his people as the raw material for his plays. 
Using the plots that come out of his people’s problems, Sophocles 
follows what the dramatic tradition of Greece prescribes. How- 
ever, his treatment of the story is greatly different from that of 
Homer and earlier writers. Many things in Greece have changed 
since the days of Homer. When in 480 B. C., Persia had been de- 
feated by Athens for the second time, Greek thinking was in an 
impasse. The two leading philosophers of recent times, Parmen- 
ides and Heracleitus, had been directly contradicting each other, 
one saying “nothing changes,” the other that “everything is in 
flux.” Sophistry and other forms of word-philosophy provided no 
help to the Greek citizen, to whom philosophy was important and 
personal, At this time, just after Athens achieves economic and 
political supremacy, Socrates (c. 470-399 B. C.), the philosopher, 
appears, proclaiming ideals as realities and man as potent because 
he alone, of all creation, can comprehend ideals. Through his 
thinking, Greece is given the intellectual basis for the Periclean 
age. The artists of this age—the historians, Herodotus and Thucy- 
dides ; the dramatist, Aristophanes; the musician, Damon; the great 
tragedians ; the sculptor, Phidias—all present the Socratic-Platonic 
concept of the dignity of man. 


In Oedipus Tyrannus the hero is presented by Sophocles as a 
great king, ignorant of his past deeds, who begins a search for 
Laius’ slayer in order to save his people from plague. Oedipus 
says he is seeking truth “not from some far-off kinsman, but my- 
self” and also for the cause “of the murdered king.” “It were a 
scandal ye should leave unpurged the murder of a great man and 


” 


your king. As Oedipus stubbornly proceeds in his inquiry, he 
takes responsibility for it and says, “I laid but now a dread curse 
upon myself” and again, “with such guiding clues I cannot fail to 
bring to light the seeret of my birth.” Jocasta’s tearful requests 
cannot make Oedipus desist from his search. He say, “Thus sprung, 
why should I fear to know my birth; nothing can make me other 
than I am.” As he blinds himself, Oedipus cries out, “No more 
shall ye behold such sights of woe, deeds I have suffered and my- 
self wrought.” With these words, he accepts the blame for his ex- 





THOMAS ©. GUTHRIE, M. D. 549 


perience and punishes himself. He says, “By my own sentence am 
I cut off, condemned by my own proclamation “gainst the wretch,” 
and “I myself must bear the load of guilt that none but | can 
share.” 

In Oedipus in Colonus, Sophocles writes of the last days of Oedi- 
pus, who was begging a place to die. Colonus was selected as the 
locale in order to place Oedipus geographically near Athens. In 
the play, Oedipus says, “let no one ever become master of my life; 
calling himself master of my mind.” Facing his death, Oedipus 
rises, proud, refusing help from his daughters, offering Athens the 
protection which only his body, that of the sinner, can give. His 
return to the hero-state, almost to divinity, is a repetition of 
Sophocles’ promise that the truth-seeking man, proud of being a 


man, can overcome his past, even one so horrible as that of 
Oedipus. 


From these few examples, one can see the contrast with tradi- 
tional treatment appearing in Sophocles’ plays. His hero is truth- 
ful, self-conscious, introspective, and proud of being a man. This 
is a remarkable change from Homer. Oedipus is no longer the 


plaything of the Olympian gods, but a responsible man, taking 
credit for his action. Such a man is Socratic, Periclean, and 
modern, 
7. Euripides 

The youngest and the last to be discussed of the great Greek 
dramatists, Euripides (c. 484-407 B. C.), also chooses the myth of 
Oedipus. Of this writer’s extant tragedies, Oedipus appears only 
in The Phoenissae.” The basic story has been changed so that, in 
this version, Jocasta and blind Oedipus, dethroned, are alive in 
Thebes, watching the fatal struggle of their two sons for power 
over the city. In this play, even Laius is described as “conscious of 
his sin” when he ordered the infant Oedipus’ death. Oedipus says, 
“my sons whom I also have destroyed,” taking the guilt for his 
sons’ misfortunes upon himself. Speaking to Creon, his successor 
as king of Thebes, Oedipus cries out, “Yet will I never twine my 
arms about the knees and betray cowardice, for I will not belie my 
former gallant soul, no! not for all my evil cause.” In the same 
vein, he says, “I will bear my own load of sorrow.” 

Kuripides is known as the foremost psychologist of Greek drama. 
In the same intellectual tradition as Sophocles, he makes his heroes, 
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including Oedipus, responsible for their actions, searching for the 
truth about themselves, and accepting the guilt of their own deeds. 
Kuripides also is a spokesman for Socrates and the Athenian age 
of insight and responsibility, as the foregoing passages illustrate. 


8. Apollodorus 


In the writings of Apollodorus, an Alexandrian chronicler of the 
second century B, C., the Oedipus myth is again presented, but 
only as an interesting story.” 


9. Pausanias 


Pausanias, a geographer of the second century A. D., makes ref- 
erence to the Oedipodia as mentioned previously in this paper.” 
Pausanias also refers to a picture of Onasias at Platea, reputed to 
prove that Jocasta was actually “Euryganiea, daughter of Hyper- 
phas.” He states that, “Fate would have it that memorials of the 
sufferings of Oedipus should be left throughout the length and 
breadth of Greece.” Various places are mentioned, including 
Phocis, Mount Cithaeron, Corinth and Thebes. He writes, “The 
tombs of Laius and the servant who followed him are still just as 


they were, in the very middle of the place where the three roads 
meet, and over them have been piled unhewn stone” (referring to 
“The Cleft Way” or the “Cross Road of Megas,” where the fateful 
fight is supposed to have occurred). 


10. Literature of Rome 


Diodorus Siculus, a historian of the age of Augustus in Rome,” 
and Hyginus, also a writer of the empire,” contribute nothing new 
to our knowledge of the myth. Other references in the Roman lit- 
erature are scant, save for Seneca’s Oedipus, which is not perti- 
nent in the present discussion. 


Incestuous DreaMs IN THE Greek LITERATURE 


The experience of dreaming was considered important in ancient 
Greece simply because it was part of the intellectual life of man. 
At least four writers make references to a man dreaming of inter- 
course with his mother. Because these four excerpts from Greek 
literature indicate that sexual attraction to the female parent was 
observed in the culture, they are reported in this study. No valid 
conclusions, however, can be drawn as to whether such incestuous 
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desires were conscious, or were partly conscious, or were uncon- 
scious. The extreme rarity of women writers in Greece precludes 
any knowledge of similar phenomena in Greek women. 

1. In The Republic Plato says, “in sleep . . . the wild animal 
part of the mind. . . . It does not shrink from attempting in fancy 
unholy intercourse with a mother, or with any man or deity or ani- 
mal whatever.”*" 


2. Herodotus reports that, “meanwhile Hippias, the son of Pi- 


sistratus, was guiding the barbarians in to Marathon, after having 
seen on the night that was just past a vision in his sleep of this 
kind—it seems to Hippias that he lay with his own mother.” 


3. Perhaps the best known reference to the incestuous dream is 
in Sophocles’ Oedipus Tyrannus, when Jocasta tells Oedipus, “But 
fear not thou touching wedlock with the mother. Many men ere 
now have so fared in dreams also; but he to whom these things are 
as nought bears his life most easily.” 

4. In the Anirocritica of Artemidorus, written in the second 
century A. D., many incestuous dreams are recorded. 


Discussion 


Our knowledge of the Grecian myth of Oedipus comes from the 
10 references cited in the foregoing. The evidence is admittedly 
sparse. However, an attempt should be made to define the modern 
symbol, “the Oedipus complex” in terms of its Greek origin, since 
the symbol has so profoundly influenced twentieth century thinking. 
This selective examination of Greek literature reveals, first of all, 
variety in the use of the myth as the basis of literary work. Each 
author has recognized the importance of the human problems sym- 
bolized in the legend. The four references to dreams have shown 
that the Greek peoples at least regarded incestuous desires as part 
of human experience. Yet, each writer has approached the story in 
such a way as to make it an expression of his attitudes and philoso- 
phy. Accordingly, each treatment of the legend reflects the de- 
velopment of Greek thought. 

To Homer, Oedipus was an innocent victim of fate, made to sin 
and made to suffer in an amoral world, a man without responsi- 
bility for himself. Such primitive theism typified early Greek 
thinking. When such beliefs gave way before the Socratic philoso- 
phy of the dignity of man, Oedipus grew into a man seeking out his 
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past, even destroying himself with his self-examination. In the 
Periclean age, Sophocles and Euripides preach the message of 
their age, the idea upon which western culture is based—that man 
is able to understand truth and beauty and to be responsible for 
himself. 

Of what importance is this material to present-day psychoanaly- 
sis? In western culture, the Hellenic-Hebraic synthesis, a belief in 
the importance of the individual, has been paramount. Out of this 
belief, has come modern-day psychiatry, because the values of our 
particular culture make the mind of the individual of enough im- 
portance to deserve treatment if it is in a state of disorder and 
dysfunction. Because each man may have unlimited emotional and 
intellectual capability, the poor economy of psychoanalysis can be 
disregarded. 

In Greek culture, the concept of mind originated, and the poten- 
tial of the conscious mind was pointed out. Freud amplified the 
idea of mind by delineating unconscious areas in which the mind 
could operate, using the special techniques of analysis. When mak- 
ing this contribution to thinking, Freud turned back to Greek cul- 
ture for his symbol of a new concept which he regarded as “nu- 
clear” and basic to art, ethies, and society. Perhaps, in this man- 
ner, he was, unconsciously or not, making connection with the Gre- 
cian tradition, to which he and psychiatry and psychoanalysis are 
indebted. Abraham, Fromm, Mullahy, Levin and others have, in 
the same way, gone back to Athens, especially to the Oedipus plays, 
for connection and continuity. However, when the Greek tra- 
gedians have been discussed, they have been usually regarded as 
important only because they have had interesting unconscious in- 
sight. 

The continuity between Greek thinking and psychoanalysis has 
been commented upon. Schopenhauer, in an age before psychiatry, 
said, in a letter to Goethe, “It is the courage of making a clean 
breast of it in face of every question that makes the philosopher. 
He must be like Sophocles’ Oedipus, who, seeking enlightenment 
concerning his terrible fate, pursues his indefatiguable inquiry, 
even when he divines that appalling horror awaits him in the an- 
swer.”” Freud states, when discussing Sophocles’ Oedipus Tyran- 
nus, that “the action of the play consists simply in the disclosure, 
approached step by step, and artistically delayed (and comparable 
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to the work of a psychoanalysis) that Oedipus himself is the mur- 
derer of Laius, and that he is the son of the murdered man and Jo- 
casta.”™ Another writer, Tridon, said, in 1919, “that Socrates’ 
commandment of ‘Know Thyself’ and his theory of ‘intellectual 
midwifery’ remind one strangely of the modern analyst’s creed and 
method.” 

Thus, it seems that psychiatry and psychoanalysis as part of 
western culture find their roots in Ancient Greece and the Periclean 
age. In analytic symbols such as “the Oedipus complex,” their in- 
debtedness is apparent. The Greeks proposed introspection and 
the search for truth as a means of meeting even the awesome prob- 
lems of Oedipus. Yet that ancient people had no knowledge of how 
to go about this self-analysis. It was not until Freud’s genius pro- 
vided the techniques for psychoanalysis, that the ability to “know 
thyself” was often possible. 


SUMMARY 


The extant references to Oedipus and the Oedipus myth from 
ancient Greek literature are presented. The myth is discussed in 


the light of the development of Greek thought. Some of the influ- 
ences of Greek thinking upon modern psychiatry are examined. 


12 Kast 68th Street 
New York City 
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10 BORDERLINE CASES 


A Report on the Question of Pseudoneurotic Schizophrenia 
BY MARIAN AXEL, M. D. 


Prompted by the observation that certain cases of psychoneuro- 
sis that do not respond to psychoanalysis and that display sim- 
ilarities with schizophrenia are diagnosed as schizophrenia by some 
psychiatrists and as borderline cases by others, Hoch and Polatin 
described in 1949 five typical cases of this kind, coining for them the 
name of pseudoneurotic schizophrenia.* Though their concept 
spread quickly and found general acceptance, it is felt that even at 
this date, it is often misunderstood on the non-research level, and 
that the new classification presents to most psychiatrists a diag- 
nostic challenge they try to meet by oversimplification of the issue. 
This paper’s primary aim is to contribute to a better understanding 
of this particular type of borderline cases ; and, whenever individual 
interpretation of the clinical picture is attempted that differs from 
the interpretation advanced by Hoch and Polatin, such views 
should in no way be construed as an attempt to alter or undermine 


an already classic concept, the clinical validity and usefulness of 
which has been proved. However, as the problem of pseudoneu- 
rotic schizophrenia reaches deeply into the basic issues of what is 
schizophrenia and into all the ramifications involved, it is obvi- 
ously impossible to avoid an imprint of the writer’s frame of ref- 
erence and of his particular attitude toward those basic issues. 


Kleven cases are presented in this paper, 10 of which belong to 
the borderline group and have been diagnosed tentatively as pseu- 
doneurotic schizophrenia. The 10 are hardly typical and, despite 
their common features, similarity to the Hoch and Polatin cases 
and the requirement of meeting as closely as possible the original 
criteria, could be diagnosed differently without much effort. It is 
interesting to note that though the majority of psychiatrists who 
have read the 10 case reports are inclined to consider the cases as 
“more advanced cases of pseudoneurotic schizophrenia” or even as 
overt schizophrenics, a considerable minority would diagnose at 
least three cases as deep-seated neurosis. However diagnosed, they 
zigzag over the imaginary line between psychoneurosis and schizo- 


*Hoch, P., and Polatin, P.: Pseudoneurotic forms of schizophrenia, PsycuiaT. Quarr., 
23:2, 248-276, April 1949. 
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phrenia in an impressive way and bring to the surface conspicu- 
ously the various stages of substitution of one set of defense mech- 
anisms for another. Doing so, most of them fit into the concept of 
pseudoneurotic schizophrenia, either completely or at certain 
stages of their evolution. Consequently, the label attached to a 
particular case seems of secondary importance. 

Some of the present cases lack a comprehensive dynamic evalu- 
ation—-which may account for the apparent absence of the Oedipus 
complex so prominent in Hoch’s and Polatin’s cases—and the lim- 
ited follow-up period (one to four years) may be considered in- 
sufficient to allow definite conclusions. Despite these and other 
technical limitations, it is felt that the cases are instructive for 
better understanding of the mechanism of schizophrenic break- 
down in the type of borderline cases, described by Hoch and Pola- 
tin, as pseudoneurotic schizophrenia. All the patients are or were 
patients at Hudson River State Hospital in Poughkeepsie, N. Y., 
where, also, all the clinical, laboratory and psychological tests were 
made and treatments were undertaken, 


Case 1. (W. A.) 


W. A. is a 30-year-old woman, admitted to Hudson River State 
Hospital for the first time in September 1949, because of feelings 
of impending disaster, insomnia, various somatic complaints, and 
a strong urge to frustrate persons in her environment. She was 
readmitted in March 1952, and again in November 1953, after two 
unsuccessful attempts to adjust on the outside. 

The father was a simple, uneducated man of Greek descent, who 
drank to excess. He was domineering, argumentative, and often 
violent under the influence of alcohol. He paid no attention to the 
patient, who did not seem to resent it. The patient’s mother was 
pleasant but weak, avoided arguing and was interested only in her 
household. She took care of the children perfunctorily and never 
showed them too much affection. There were two half-siblings 
from the father’s previous marriage and five full siblings by the 
patient’s mother. When the patient was four years of age, her 
own father left for Greece for reasons not stated. The patient’s 
mother remarried and had two children with her second husband. 
The stepfather was, to some extent, “nicer” than W. A.’s own 
father but totally indifferent to her fate or doings. There was no 
history of mental disorder in paternal, maternal, or collateral lines. 
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The patient was born in Pontiac, Mich., January 18, 1920. Birth 
and infancy were uneventful. In childhood, she had measles, 
mumps, and some minor operations. Despite the facts that the 
patient had to compete for affection with five to seven siblings, and 
that the family situation was quite unstable, she was babied by her 
older brothers. She had poliomyelitis at the age of seven and now 
has one leg shorter than the other, but she hardly limps. There 
was no information on adolescence and menarche. Her per- 
sonality was described by her older half-brother as “average,” 
without any particular traits, hobbies, or interests. However, since 
childhood, she had disliked housekeeping. She married for the first 
time in 1936, but soon divorced her husband, because he wanted 
“unnatural intercourse.” She remarried in 1937. There are two 
children, but the marriage was incompatible this time also. 

In 1948, W. A. started consulting private psychiatrists because 
of nervousness and insomnia. She obtained no relief, Three weeks 
before her first admission to Hudson River State Hospital, she had 
the feeling that something “dreadful” was going to happen to her 
and had obsessive thoughts of murdering her husband and her 
mother—without any apparent reason. She had also an attack of 
weakness connected with an “overwhelming fear” when “her knees 
gave way and she became pale, perspired, and shook all over.” 
When admitted in September 1949, she complained of headaches 
and “some kind of magnetic waves starting in her stomach and 
pumping the fear to her head.” She said, “There is no cure for 
that.” She developed ideas that she was of African blood. She 
also felt that she might be half-woman and half-man. “I think I 
am a freak.” She had homosexual projections. “A woman looked 
at me the way a man looks at a woman when he wants a woman.” 

After eight ECT’s, the patient improved considerably, her de- 
lusions practically disappeared, her hypochondriacal complaints 
lessened, she became pleasant, normally gregarious and demanded 
to be discharged. At this time, she still displayed various obses- 
sions during the day and complained of nightmares and anxiety at 
night. After three months, she was symptomless and had only a 
vague recollection of her delusions and fears. She was discharged 
as “much improved” with the diagnosis of schizophrenia, paranoid 
type. 

On the outside, W. A. adjusted fairly well and was able to take 
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care of her household, but displayed a certain amount of passivity 
and was easily tired. She felt well until a visit of her relatives, 
which made her feel nervous and “different.” She was admitted in 
March 1952, to Marshall Sanitarium where she remained for a 
short time, and where she was diagnosed as manic-depressive, de- 
pressed type. She was transferred to Hudson River State Hos- 
pital; and, on this second admission, her leading complaints were 
mostly of hypochondriacal nature. She admitted having become 
fretful recently, neglectful of her duties, irritable and hostile to her 
husband. She was afraid that she was going to die. She had ideas 
of unreality: that everything outside of her had changed and also 
that she was not one person but two, with her real self standing at 
a distance. She was agitated at times, and cried a lot. She felt 
that her house was floating. She complained of cramps, head- 
aches, dizziness, insomnia, and migrating pains. She felt depressed, 
“slumping” and overwhelmed by a constant “immense” fear of 
“the unknown.” 


After two weeks, the patient came out of her withdrawal, and 
the anxiety disappeared. Again she became friendly and sociable 


denying or not recalling the symptoms which led to her readmis- 
sion. She asserted that her husband was a fine man and that she 
never argued with him. She tried to minimize the importance of 
her two hospitalizations and had a ready explanation for most of 
her acts and behavior before admission. The neurotic ability to 
rationalize was conspicuous. Though the official diagnosis of 
schizophrenia, paranoid type was maintained, it was felt by the 
writer and other medical staff members that this might be a case of 
pseudoneurotic schizophrenia—because of the multitude of neu- 
rotie complaints, the vague, all-pervading anxiety, and the short- 
lived psychotic episodes. 

In May 1952, W. A. was released on convalescent care for further 
observation. For about six months, she was doing well, apart from 
a general hypochondriacal attitude. At her own wish, she was re- 
turned to the hospital in November 1952, because of recurring feel- 
ings of unreality and of impending disaster. She cried easily and 
felt extremely anxious and uncomfortable. “I felt as the sky be 
made of heavy iron and the air and the objects be pressing on me 
from every direction.” She displayed also at this time, a host of 
hypochondriacal and somatic complaints like cramps, headaches, 
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paresthesias, and intolerance to certain foods. She was with- 
drawn, vague, and in poor contact. The overall picture was that 
of a depression. After five ECT’s, she became less depressed but 
appeared dul! and maintained all her previous trends. About five 
months after her third admission, she improved, started rational- 
izing, lost her trends and went out on convalescent care. This 
time, W. A. was outside only two weeks, after which she returned 
to the hospital because of guilt feelings of sexual content, and a 
“paralyzing anxiety.” She has developed since into full-blown 
schizophrenia and is cared for in the hospital on a disturbed 
service. 


It was felt, and the follow-up confirmed it, that the picture of 
pan-neurosis she presented on all three admissions was hiding a 
schizophrenic type of reaction. On the other hand, it is interesting 
to note the frequency and rapidity of remissions, at least one of 
which (the longest six-month convalescent care period) had a defi- 
nitely psychoneurotic character. This case also demonstrates the 
difficulty of making the diagnosis of pseudoneurotiec schizophrenia, 
the true picture being disguised as depression on at least two ad- 
missions. 

Case 2. (C.L.) 


The patient is a 25-year-old, asthenic woman, admitted to Hud- 
son River State Hospital in June 1952, because of attacks of over- 
whelming anxiety, obsessive thoughts, religious preoccupation, 
neglect of her person, loss of interest in life, and feelings of de- 
personalization. 


She had a demanding and overprotective mother. As a child, 
she was meticulous, fussy, and a perfectionist. She had to repeat 
things over and over again. She had a special ritual for washing 
her hands. At the age of 18, she developed guilt feelings about her 
sins (this patient is a devout Roman Catholic) and she became pre- 
occupied about “the laws of eternity.” At the age of 21, she mar- 
ried, and she has three children. She had guilt feelings about her 
sexual life. After the birth of her second child, she became irrit- 
able, indifferent, neglectful, and depressed. Case notes show that 
she developed various obsessive ideas that “the world was moving 
around her” or that she could not leave her home “because it will 
disappear when she returns.” These obsessions came alternately 
with attacks of “sudden blanks,” when she felt “like being under 
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ether” and experienced a large amount of vague anxiety. It was 
“like everything would threaten me at the same time.” She would 
become “frozen and panicky.” On admission, apart from the symp- 
toms already mentioned, she was withdrawn, ambivalent, markedly 
hypochondriacal, and tense. After about three weeks, she adjusted 
fairly well and became sociable and pleasant. Still, the patient re- 
acted with outbursts of fear and panic to the slightest threatening 
situation. She was put on convalescent care five months after ad- 
mission. 

At a staff meeting, diagnoses like “psychoneurosis mixed,” “in- 
cipient schizophrenia,” and “schizophrenia in remission” were ad- 
vanced, It is felt, however, that this may be a case of pseudoneu- 
rotic schizophrenia because of the large amount of overwhelming 
anxiety, feelings of depersonalization, and typical somatic delu- 
sions. 

The Rorschach test, which was taken during the first month of 
C, L.’s convalescent care in December 1952, showed anxiety and 
emotional immaturity, and was suggestive of hysterical mechan- 
isms of defense. The over-all impression was that of a neurotic 
reaction type. 

The first year outside the hospital did not seem to confirm the 
Rorschach findings. She was afraid of people, unable to handle 
her household, had “silly thoughts” of obsessive nature, and her so- 
matic delusions acquired a slightly bizarre character. This mar- 
sgrinal schizoid adjustment receded, however, after about two years. 
At present, four years after her hospitalization, she is functioning 
satisfactorily on what may be called a dull psychoneurotic level, 
quarreling with her husband, running away from her chores and 
care of the children to gossip or watch television, but otherwise dis- 
playing no anxiety, and enjoying life as far as her interests go. 

Case 3. (A. D.) 

The patient is a man of 41, with a history of a 23-year-period of 
feelings of inadequacy, “melancholia,” and hypochondriacal com- 
plaints. In 1934, under the stress of physical and intellectual over- 
activity, he attempted suicide. Following that, he was hospitalized 
six times because of depression, with periods of remission lasting 
from a few weeks to several years. He was hospitalized in 1949 at 
Hudson River State Hospital because of paranoid ideas, auditory 
hallucinations, delusions, and depression. 
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The patient’s infancy and childhood were physically uneventful, 
The father was an irritable, bitter garment worker of Hebrew ex- 
traction, repressive in handling his children and repudiated by 
them. The mother was feeble-minded, and the parents were di- 
vorced when the patient was 15. A. D.’s twin sister is also feeble- 
minded and now is in Wassaic (N. Y.) State School. His other sis- 
ter is normal. The children were brought up by their grandpar- 
ents. Since childhood, the patient has worried that bad heredity 
may show up some day in him. Both in school and adolescence, he 
was unusually bright and proficient. On the other hand, he was 
shy, did not mix too well, and avoided dates. At the age of 18, he 
started being moody and depressed. There seemed to be a large 
amount of anxiety connected with it. “I felt threatened and lousy, 
but I could not put my finger on it.” 

After a particularly hectic and exhausting period of work for his 
A. M. degree, holding a gainful job at the same time and being ac- 
tive in two more lines of personal achievement, he became despond- 
ent in May 1934, and took an overdose of strychnine. He recovered 
after a few days at Bellevue. From June 1934, to August 1949, the 
patient was hospitalized six times for depression, twice at the New 
York State Psychiatric Institute, with periods of apparent remis- 
sion, lasting from a few weeks to several years. In 1935, the pa- 
tient married, but the marriage was not compatible and he did not 
adjust satisfactorily sexually. In 1936, he obtained his A. M. de- 
gree, On all six of the foregoing hospitalizations, the leading symp- 
tom was described as “melancholia” or “depression,” and the case 
classified accordingly as manic-depressive, depressed. 

The patient was admitted to Hudson River State Hospital in 
1949 with a distinct schizophrenic symptomatology. He was re- 
tarded, blocked, and suspicious. He admitted suicidal thoughts. 
There were strong paranoid feelings, both systematized and loose. 
He heard voices calling him names. On one occasion, he got a tele- 
pathic message from God. The patient completed a course of in- 
sulin-coma therapy without much benefit. Later on, he started im- 
proving slowly, but steadily, and after 11 months of hospitalization 
on supportive psychotherapy and group psychotherapy, he was ap- 
proved for family care in August 1952, on a trial basis. 

The Rorschach findings were inconclusive in this case, as it was 
felt that the patient, because of his intellectual endowment and 
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possibly because of recent psychotherapy, decided on “holding out” 
and covering up his difficulties. 

The immediate follow-up in 1952 and 1953 showed the patient 
still somewhat tense, complaining a great deal and adjusting mar- 
ginally. He had little insight as to the actual situation and was 
equally vague about his previous hospitalizations. He acted and 
looked like a typical schizophrenic in remission, who was able to 
function only on a limited level. Further follow-ups (1954 and 
1955) were pleasant surprises. Besides a few somatic complaints, 
he is now completely happy and excellently adjusted, working 
steadily, visiting his wife regularly, enjoying life and writing 
articles, one of which was recently printed by the Saturday Review. 
In a long follow-up interview, no schizoid features were detected, 
and his present adaptation is anything but schizophrenic. 

There is a strong possibility that all his seven or more episodes 
of “depression” were schizophrenic dips and that because of the 
preponderance of neurotic symptoms, the case might be regarded 
as belonging to the group of pseudoneurotic schizophrenia. This 
assumption is substantiated by the records of the Psychiatric In- 
stitute in New York City, where, on both admissions, he displayed 
a host of psychosomatic complaints, a hypochondriacal attitude 
and a large amount of tension and withdrawal underlying his ap- 
parent depression. 

Looking at this case in perspective, the chain of events is most 
instructive—from a traumatic childhood, early-detectable and 
growing schizoid personality traits, efforts of compensation by ex- 
celling academically, precarious adjustment with recurring epi- 
sodes of pseudoneurosis, to a full-blown picture of schizophrenia, 
and a schizoid remission leading to a successful psychoneurotic ad- 
justment. 


Case 4, (J.C.) 


The patient is a woman of 33, with a history of a micropsychotic 
episode in 1945 and two admissions to Hudson River State Hos- 
pital, one for about 10 months in 1949-1950, and another in 1952 
because of extreme weakness, anxiety, and various psychosomatic 
manifestations. 

Both J. C.’s parents suffered in old age from mental disorders. 
There was no information as to the patient’s childhood or pre- 
marital personality. She was described by her husband as phleg- 
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matic and irresponsible. She would start domestic projects, but 
abandon them quickly. She would buy a huge turkey and then 
leave it uncooked and go to a restaurant. When in company, she 
would sit and say nothing. In 1945, she believed she had seen Hit- 
ler in the local grocery store. She also felt that the world was 
against her and suspected people in her apartment of spying on 
her. She was treated at Grasslands Hospital, Valhalla, N. Y., and 
recovered after five ECT’s. When her husband became interested 
in another woman, she started developing headaches and dizzy 
spells, she felt tense, fearful and depressed, and had prolonged 
episodes of extreme weakness which made her bedridden for days. 

On her first admission to Hudson River State Hospital in Octo- 
ber 1949, she was “jittery,” slightly irritable, anxious, but her sen- 
sorium was clear. There were no hallucinations or particular 
trends. Her affect was described as flat. When asked about her 
hospitalization at Grasslands, she said, “I guess I hallucinated.” 
After a few weeks at Hudson River, her bodily complaints practi- 
cally disappeared and she said she felt fine. Still, her emotional 
response was sluggish and shallow, and she displayed lack of inter- 
est in her environment. Though an incipient schizophrenic reac- 
tion was suspected, the patient was discharged as improved with 
the diagnosis of psychoneurosis, mixed, in August 1950. 

J. C. was readmitted to Hudson River State Hospital in March 
1952, because of very similar complaints to those before, but there 
was more diffuse anxiety and withdrawal; the somatic complaints 
were vague and the patient was unable to elaborate them. Again 
her sensorium was clear, her affect flat; and there were no halluci- 
nations or particular trends. She was apathetic, evasive and pre- | 
occupied, This time also, the patient showed considerable spon- 
taneous improvement after a few weeks. The official diagnosis was 
changed to schizophrenia, simple type. It was felt, nevertheless, 
by the writer that this may be a case of pseudoneurotie schizo- 
phrenia because of the multitude of neurotic manifestations, and 
the presence of a large amount of vague anxiety on her second ad- 
mission. 

The Rorschach test showed blocking and contamination, and was 
otherwise characteristic of a schizophrenic reaction. 

The patient is still in the hospital and is adjusted fairly well 
on what appears to be a psychoneurotic level. It is only the apathy 
and rigidity of affect which divulge the true nature of the disorder. 
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Case 5. (M.G.) 

The patient is a 45-year-old man admitted to Hudson River State 
Hospital in April 1952, because of delusions, hallucinations, and 
suicidal ideas. 

The patient’s mother is domineering, overprotective, and has 
been continuously ill. The patient has worried a great deal about 
her health since childhood. He started masturbating at 16 and 
masturbates today, his mother resenting his spending money on 
women. He never married and still lives with his mother. He 
never “mixed” much. He was always greatly preoccupied with his 
health. In 1939, he had asthma for some time. He worked “on and 
off,” but was never really successful or happy. In 1952, the pa- 
tient’s somatic complaints increased and he felt that he was not 
going “to live the day out.” He started going from one doctor to 
another. Later, in 1952, he became violent and threatened to shoot 
his sister and her family and to commit suicide with his mother. 

The patient was admitted to Hudson River from Albany Hos- 
pital because of a suicidal attempt. On admission, he was per- 
plexed, hallucinating, and full of somatic delusions—“his bowels 
are rotting” . . . “his head is shrinking and expanding”. . . “his 
heart is gone,” and “he has no inside.” It was felt that this pa- 
tient, though obviously psychotic, might be considered as a more 
advanced stage of pseudoneurotic schizophrenia because of the 
type of his somatic delusions and the fact that his feelings of de- 
personalization were connected with a large amount of pervasive, 
overwhelming anxiety. 

The Rorschach test, about nine months after his admission, was 
characteristic of a schizophrenic reaction. M. G., after a fair ad- 
justment on convalescent care, was discharged in 1954 as improved. 
He apparently adjusted on the outside on a schizoid level. 

Case 6. (F. F.) 

The patient is a 14-year-old boy, who was admitted to Hudson 
River State Hospital in 1951 because of guilt feelings, connected 
with homosexual experiences, vague feelings of persecution and 
semi-hallucinations, 

As a child, he had been described as normally bright and active 
but rather “sensitive.” Five days before his hospital admission, he 
became very irritable; and the next night, he waked up his father 
with a confession of homosexual activities, including fellatio with 
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two other boys. He also confessed sexual relations with three 
girls, which proved to be untrue. He believed that there was a con- 
spiracy against him that he was given “doped” cigarettes. At 
times, he had the feeling that his father and aunt—-when absent— 
admonished him “just as they would be talking to me.” 

At the hospital, he was restless, anxious, and in poor contact. He 
approached other patients in a homosexual manner, On the fourth 
day of his stay, he developed sudden inability to talk or to walk, 
and complained of pains in his legs, “which were wasting away,” of 
headaches and of a feeling of “being not here with you any more.” 
For three days, he was entirely detached, mostly irrelevant and, at 
times, confused, describing his tension as “overwhelming.” During 
this period, he adopted artificial postures which looked, however, 
more hysterical than catatonic, After nine ECT’s, the boy became 
alert, sociable, and practically recovered. Three months after his 
admission, he was placed on convalescent care. 

It was felt that, despite the prominent hysterical features, this 
may be a case of pseudoneurotic schizophrenia because of the 
micropsychotie episode F, F. suffered, the typical delusions, and 
the large amount of anxiety connected with the withdrawal from 
reality. 

The Rorschach test revealed only the psychoneurotic elements of 
his personality and connected his anxiety with both sexual and 
emotional immaturity—arrested at the pre-genital level. 

The follow-up of this case seems to confirm the Rorschach find- 
ings. The boy shows normal interest in school and people. He is 
without symptoms and is working part time successfully. 


Case y (L. J.) 


L. J. is a man of 33 who was admitted to Hudson River on volun- 
tary application in July 1952, because of vague anxiety and the 
feeling “that he needs some guidance and does not seem to have 
any interest or purpose in life.” 

His infancy and childhood were uneventful. The mother was 
domineering and overprotective. When the patient was about five 
years old, she divorced the patient’s father and had since re-mar- 
ried twice. The patient was brought up mostly by his grandpar- 
ents. He did well in high school and became a commercial artist 
and mechanic. He married in 1940. The marriage was not con- 
genial, and his wife flirted openly. In 1943 and again in 1946, L. J. 
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enlisted in the navy to forget his marital troubles, but when sep- 
arated from his wife in 1946, he became restless and nervous. He 
re-enlisted for Korea in 1950. On this third enlistment it was ob- 
served that his previous active attitude had given way to detach- 
ment and passivity, but with sudden outbursts of belligerence. Most 
of the time, he was on the sick list with complaints of nervousness, 
insomnia, and cardiac distress. Occasionally, he went on drinking 
sprees. 

After his discharge, the patient wanted to go back to his wife, 
who, however, rejected him bluntly. Following this, he felt “miser- 
ably,” could not sleep without sedation and developed various so- 
matic delusions, such as “that his heart is wooden,” “his brain is 
wide open” and others. The somatic delusions increased after a 
few “ambulatory ECT’s” in Albany. He complained that “since 
they shoved this muscle-relaxing medicine into me,” his heart acts 
funny, his muscles are rotting away, and he is not the same as be- 
fore. On admission to Hudson River, he showed a host of hypo- 
chondriacal complaints but no clear-cut somatic delusions. Instead, 
he displayed grandiose ideas prominently, and a paranoid trend 


toward his wife. He was found irritable, haughty, suspicious, and 
delusional. “I have been chosen for special missions by a higher 
power. . . . I have invented a waterproof match but the idea has 
been stolen from me. . . . I can do anything by just saying ‘Hail 


999 


Mary. 


For several weeks, the patient continued on the same lines, 
slightly tense and hostile but in good contact, ruminating alter- 
nately about his marital troubles, his inventions, and his bodily 
complaints. He was always carrying around books, “gadgets,” and 
various odd tools. When presented at staff meeting, the patient 
said he had “found his way” and asked for discharge to be able to 
continue his work on his latest invention, which would be a sort of 
perpetwum mobile, It was felt that the grandiosity, boastfulness, 
complete absorption with his inventions and apparent paranoid 
trend, together with a good affective rapport and a relatively well- 
preserved personality, pointed to a paranoid type of reaction. Con- 
sequently, the case was diagnosed as schizophrenia, paranoid type. 
He was discharged three months after admission. No follow-up is 
available. 


This case shows clearly the three different stages of reaction— 
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psychoneurosis going over into pseudoneurotic schizophrenia, and 
pseudoneurotic schizophrenia going over into overt schizophrenia 
of the paranoid type. 

Case 8. (H. G.) 


This patient is a 38-year-old man, who was admitted to Hudson 
River State Hospital four times in five years—the first time be- 
cause of delusions, hallucinations, somatic complaints, and para- 
noid ideas; the second because of somatic delusions; the third time 
because of somatic complaints and probable hallucinations; and the 
fourth because of causing a disturbance when drunk. 

There was no information on his infancy, childhood, or adoles- 
cence. His pre-psychotic personality was described as seclusive, 
but well adjusted. He became irritable and nervous following a 
gastric ulcer operation in 1940. He had not worked for seven years 
before his first admission to Hudson River in 1948, when he ad- 
mitted episodes of depression and suicidal ideas in the past. He 
appeared downhearted, tense, and anxious. He expressed guilt 
feelings about masturbation. He had auditory hallucinations. He 
believed that he saw God and that “the Lord touched him on the 
shoulder and led him away from temptation.” He expressed some 
ideas of reference. He thought that “his heart is ruptured,” and 
was rather concerned about the success of the ulcer operation. He 
was discharged after two months with the diagnosis of psychoneu- 
rosis, mixed type. 

He was admitted for the second time at the end of 1948 on a vol- 
untary basis because “his heart stops beating at times,” he had “a 
dull, achy feeling on breathing, all over his chest,” and felt at times 
overwhelmed by fatigue. Ideas of reference and an unsystema- 
tized paranoid trend were present. He was discharged four months 
after admission, in March 1949, with the diagnosis of schizophre- 
nia, paranoid type. 


On his third admission in 1951, H. G. was slightly depressed, and 
there was a suspicion that he was hallucinating and answering 
voices. He gave a history of vomiting, bloody stools, headaches, 
dizziness, masturbation and a suicidal attempt—made by squeezing 
his penis until it bled. After some degree of improvement, the pa- 
tient was discharged and referred, a month after admission to a 
general hospital for a G-I series and observation, considering the 
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possibility that there was recurrence of his ulcers, or similar in- 
testinal involvement. This time, the diagnosis was schizophrenia, 
paranoid type with psychoneurotic features. 

The patient was admitted again in January 1952, from Vassar 
Hospital, Poughkeepsie, because of a disturbance he had caused 
there when drunk. He said he was depressed and was unable to 
face life. After a few days, he improved and became friendly and 
outspoken, denying he had any problems, but still preserving his 
hypochondriacal ideas and complaining each day about different 
“aches and funny feelings.” The last previous diagnosis, schizo- 
phrenia, paranoid type with psychoneurotic features, was main- 
tained. He was discharged in March 1952, as improved. 

It is felt that H. G. is essentially a schizophrenic, whose psycho- 
sis came to the surface only on his first admission and was masked 
and contained on the three subsequent admissions by neurotic ele- 
ments, not unlike those of pseudoneurotic-schizophrenia. 

No reliable follow-up is available, but from abundant second- 
hand information (which was cross-checked), it appears that this 
patient has adjusted on a pseudoneurotic level, remaining very 
anxious, polyneurotic, and ambivalent. Despite continuous claims 


that he is dying of stomach ulcer, he works satisfactorily. 


Case 9. (Y. A.) 


A man of 29, Y. A., was admitted to Hudson River State Hos- 
pital in 1952 because of withdrawal, nervousness, and inability to 
work or concentrate. 

There is mention of a “rough childhood” in his records. The 
mother was apparently emotionally unstable and domineering. 
Y. A. had no particularly unusual personality traits. He was with 
the navy from 1942 to 1946. He was in action several times, but 
suffered no wounds or shocks. After discharge, he became seclu- 
sive, moody, and easily depressed. He went to college, but, in his 
third year, left in the middle of the term, because he “just got tired 
of it.” At this time, he married an epileptic. There was much in- 
terference on the part of the in-laws; and when the girl started di- 
voree proceedings, Y. A. wanted to commit suicide by drowning. 
When his wife moved to Florida, the patient says he lost his mem- 
ory and started remembering things only when lying on a road 
near Hyalea, Fla., where he eventually got a job. 

Because of this amnestic episode, Y. A. had been hospitalized at 
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the Veterans Administration Hospital in Coral Gables, where he 
showed no evidence of delusions or hallucinations, was irritable, 
slightly apathetic, and was discharged with the diagnosis of “in- 
adequate personality, manifested by social and economic inadapta- 
bility and impaired judgment.” When he was not allowed to see 
his divorced wife and his child, he returned to New York to live 
with his parents. Then, he started behaving oddly, refusing food 
and locking himself up in his room where he read for many hours. 
He was depressed, hypochondriacal, and had marked vague anx- 
iety. Because of this behavior, the patient was admitted to Grass- 
lands at Valhalla for observation and transferred to Hudson River 
a few days later. 

On admission at Hudson River there was no evidence of delu- 
sions or hallucinations and no particular trends were elicited. No 
signs of withdrawal or aloofness were noted; the patient was pleas- 
ant and normally gregarious. He expressed hostility toward his 
parents, which could not however be called paranoid. He was, at 
times, slightly tense, irritable, and anxious. The only tangible 
changes from the normal were found in the sphere of affect, which 
was described on various occasions and by various examiners as 
rigid and somewhat flat. Y. A. was put on convalescent care in 
Ayril 1952, three months after his admission, with the diagnosis of 
psychoneurosis, mixed type. 

This case, when presented at staff meeting, had been diagnosed 
by some members as schizophrenia, by others as psychopathic per- 
sonality, by still others as typical psychoneurosis. The writer 
feels that the truth may lie somewhere in between and that this 
may be, because of hypochondriasis and marked atopical anxiety, 
a case of incipient schizophrenic reaction masked by psychoneuro- 
sis, not unlike pseudoneurotic schizophrenia. Discharged one year 
after admission, the patient adjusted on an apparently psychoneu- 
rotic level. Some schizoid features could be detected, nevertheless. 
No follow-up data are available. 


Case 10. (B. M. J.) 


A 47-year-old man, with a history of one voluntary admission to 
Utica State Hospital in 1930 because of obsessions and somatic de- 
lusions, was admitted to Hudson River in 1952 because of “un- 
healthy thoughts” and inability to comb his hair. This hospitali- 
zation was again on voluntary application. 
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Auto-anamnesis shows that the patient kad, since childhood, a 
schizoid personality with an urge to make things perfect and an 
over-emphasis on cleanliness. He was worrisome, solitary, and me- 
ticulous in his habits. He joined the navy against the will of his 
mother, who died during his stay overseas. He had since had 
strong guilt feelings, and it appears that his schizoid and obses- 
sional traits became more accentuated. Also, about this time, he 
developed headaches and “funny feelings in his head,” which later 
on grew into inability to comb his hair. Still later on, he developed 
fear of soap, tea, and cocoa, the phobias alternating as a rule. 

B. M. J. had been admitted on voluntary application to Utica 
State Hospital in 1930 where ke was diagnosed, because of somatic 
delusions and obsessions, as a hebephrenic type of dementia 
precox. His typical complaints, at this time, were: “I have a funny 
feeling in my head,” or “Gee, I cannot comb my hair; what am I 
afraid of?” He was discharged a year later as much improved. 
The patient, 22 years later, showed no signs of deterioration; and 
both the diagnosis and the inconsistent record of this hospitaliza- 
tion could be disregarded. 


On his voluntary admission to Hudson River State Hospital in 
1952, this man presented most of the features of psychoneurosis of 
an obsessional type. His personality was fairly well preserved. 
His obsessions were limited to a few innocuous rituals. Still the 
“funny feeling around his head” remained unexplained and did not 
fit either the concept of an obsession or a phobia. For some time, 
it was thought that the patient wanted to make his hair-parting 
perfect and was never sure where to make it, but that explanation 
was dropped eventually. A sodium amytal interview revealed the 
true nature of his inability to comb his hair. “It is in fact not so 
much my hair as my hands and my head. When I see my hands 
around my head in the mirror, I get secared—it seems to me that a 
press is going to squeeze my head and bleed it to the thinness of a 
sheet of paper.” He became panicky and wanted to jump out of 
bed when describing this feeling. He stayed in Hudson River State 
Hospital about four months and was discharged as much improved. 
No follow-up is available. 

It was felt that this case, though outwardly looking like a psycho- 
neurosis, displays a certain amount of emotional rigidity and silli- 
ness in behavior. The patient is also unable to verbalize his vague 
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complaints; neither does he try to explain them or to rationalize. 
Also, his overwhelming fear when looking into the mirror with his 
hands around the head and the bizarre connotation of what he sees 
is suspect. Despite the stationary and relatively good level of the 
patient’s social adjustment, this border-line case might belong to 
the group of pseudoneurotic-schizophrenia (overwhelming anx- 
iety). 


Case ll. (S.B.) 


This patient is a 34-year-old man, with a history of five hospitali- 
zations at Hudson River State Hospital—the first four because of 
delusions, hallucinations and depression; the fifth because of alco- 
holie intoxication. 

Apart from the alcoholic episode of excitement, this pa- 
tient exhibited, on all hospitalizations, paranoid delusions, so- 
matic delusions, auditory hallucinations, withdrawal, and mixed 
ambivalence. He also had a fear of death, fear of annihilation, and 
fear of being hurt or eaten up. Prominent above all, were the so- 
matic delusions and a host of neurotic complaints, like insomnia, 
dizziness and fear of germs. S. B. was diagnosed, on all five occa- 
sions, as having schizophrenia of the paranoid type. He improved 
to a certain extent toward the end of his fourth hospitalization and 
was practically without overt schizophrenic symptoms after his 
fifth hospitalization in 1952. <A recent follow-up shows him con- 
tinuing on a fair schizoid level, with some anxiety and many neu- 
rotic symptoms. 

The reasons for presenting this case are more didactic than diag- 
nostic, and it is not included in the group of 10 borderline cases. 
There is no question that the patient is a schizophrenic, now in re- 
mission, the length of which cannot be predicted. The case is pre- 
sented, however, because of the somatic delusions this patient ver- 
balized—with an unusual amount of imagination at certain times: 
“My right arm is wasting.” “My mother’s one arm is also smaller 
than the other one.” “My pupils are asymmetrical.” “My genitals 
are hot and shriveling.” “My blood is thinner than normal.” “My 
bones are smaller.” He was also afraid of inoculations and germs, 
and demanded an x-ray of the skull to exclude “some strange and 
foreign inclusions.” He had the constant fear that he might die— 
but also that another person might die when he looked at him. He 
had, at times, the feeling that “the house is spinning like a merry- 
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go-round” and that “everything is moving but him.” He had, at 
certain times, insomnia, headaches, vomiting, dizziness, odd pains 
in the bowels, and inany more somatic complaints. 

This case shows how extensive may be the neurotic and semi- 
neurotic symptomatology, even in patients with an overt psychosis. 


Considering the outcome of those 10 borderline cases, each of 
which on its own merits, could be diagnosed differently—probably 
as akin to pseudoneurotic schizophrenia, or as a more advanced 
stage of pseudoneurotic schizophrenia, or as pseudoneurotic schiz- 
ophrenia of limited duration—they could be broken into four 
groups. 

The follow-up of one to four years discloses their spontaneous 
adjustments—without prolonged psychotherapy or psychosurgery 
——on the following four levels with little overlapping: 

1. Schizophrenic adjustment (Cases 1 and 7). 

2. Pseudoneurotic adjustment (Cases 8, 9 and 10). 

3. Schizoid adjustment (Cases 4 and 5). 

4. Psychoneurotic adjustment (Cases 2, 3 and 6). 


Discussion 


At this point, it may be useful to recall the basic symptomatology 
of pseudoneurotic schizophrenia as outlined by Hoch and Polatin. 
The symptomatology described in the following is common to the 
15 cases under consideration (Hoch and Polatin, five, Axel 10), but, 
of course, not all symptoms are to be found in each case. As Hoch 
and Polatin pointed out, “The diagnosis . . . rests on the constella- 
tive evaluation of a group of symptoms even though in any given 
case it is not necessary to have all the symptoms present. Pad 

The symptoms of pseudoneurotie schizophrenia present them- 
selves in capsule form as follows: 

(1) Autistic and dereistic life approach; 

(2) Withdrawal from reality (deeper than in psychoneuro- 
sis); 

(3) Ambivalence, widespread and diffuse, really polyvalence ; 

(4) No gross affective changes but some emotional imbalance 
observed ; 

(5) Pan-anxiety; 

(6) Pan-neurosis; 
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(7) No gross thinking disorders, but some minor ones discov- 
ered by psychological tests; 

(8) Vagueness of elaboration on symptoms and inability to 
associate freely (failure of classical psychoanalysis) ; 

(9) Occasional presence of micropsychotic episodes—other- 
wise, absence of so-called accessory schizophrenic symp- 
toms. 

To those nine points, Hoch and Polatin add three negative state- 
ments. The psychosexual organization, however infantile or cha- 
otic, is not sufficient by itself for interpretation of schizophrenia, 
Neither is it possible to make the diagnosis on symptoms of regres- 
sion, as these are usually inconspicuous. The value of the classi- 
cal Rorschach test in diagnosis of pseudoneurotic schizophrenia is 
limited, as it often misses a large number of cases. 

The course of pseudoneurotic schizophrenia is, according to Hoch 
and Polatin, protracted and of long duration. This is stressed by 
Polatin as an essential feature.* Individuals are anxious, may 
suffer from their symptoms and may feel extremely uncomfort- 
able; but their contacts with reality are preserved and their social 
adjustments are still satisfactory in most cases. If not interfered 
with psychotherapeutically, or if not shifting toward overt schizo- 
phrenia, such persons are able, for a long time, to maintain their 
precarious balance and function marginally without any gross 
mental symptoms. Usually, they have enough insight and/or anx- 
iety to seek psychiatric help spontaneously. 

The treatment consists of long-term psychotherapy, analytically 
oriented but modified in aims and technique. Psychotherapy is 
continued for a period of five years or longer, with a recommended 
change of therapists if the first one is for any reason unsuccessful 
or is unable to establish satisfactory transference. If after about 
five years, there is no improvement a lobotomy operation may 
be suggested to the patient. Whatever means is used to elim- 
inate certain connections in the frontal lobes (aside from the 
still controversial transorbital lobotomy), cases of pseudoneurotic 
schizophrenia are reported to benefit impressively from psycho- 
surgery (Hoch, et al.). 

The rationale of Hoch and Polatin on the subject of pseudoneu- 
rotic schizophrenia is that these are cases of pre-existing schizo- 

"Personal communication, 


OCTOBER—1955—¢ 
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phrenia which is merely covered up by a host of pseudoneurotic 


symptoms. This view is accepted by a large number of psychia- 
trists, some cautious enough not to specify the exact meaning of 
“pre-existing,” some, however, interpreting Hoch and Polatin’s ra- 
tionale as one more piece of evidence that schizophrenia is an or- 
ganic condition. Others again reject the whole concept as contrary 
to the various psychogenic explanations of the origin of schizo- 
phrenia. 

It is obvious, the author thinks, that both so-called organic and 
so-called functional approaches to schizophrenia are today out- 
dated and untenable oversimplifications, which persist only through 
inertia and the reluctance of certain schools of psychiatric thought 
to accept the fact that we know so little. The clinical observation 
of the cases presented in this paper and other borderline cases— 
with their striking fluidity and continually changing facets—would 
suggest the possibility of a slightly different interpretation than 
the one put forward by Hoch and Polatin. This interpretation is 
that schizophrenia as such, in pseudoneurotic cases, is not pre-exist- 
ing but is developing from psychoneurosis and that pseudoneurotic 
schizophrenia is only one of the stages of this developmental pro- 
cess. In other words, the writer holds, there is a continuity from the 
normal to the neurotic, from the neurotic to the pseudoneurotic and 
from the pseudoneurotie to the psychotic. This concept is somewhat 
different from the so-called unitarian theory, as we certainly cannot 
bypass today such factors as heredity, intrauterine development, 
constitution, or early childhood influences, This paper, in no way, 
assumes an identity of two types of reaction. What is claimed and 
stressed is the uninterrupted continuity of dynamics and sympto- 
matology. 

To visualize clearly the common and the divergent aspects of the 
former concept (Hoch and Polatin) and the latter one, it may be 
useful to discuss the symptomatology in detail, point by point, try- 
ing to analyze—if possible—the specificity or non-specificity of 
the pseudoneurotic symptoms. 

Starting with the first symptom, one can say that the autistic 
and dereistic life approach is found in all cases of pseudoneurotic 
schizophrenia—just as in any overt schizophrenic type of reaction. 
What is meant by the adjectives, “autistic” and “dereistic”? Au- 
tistic would correspond to self-centered, and dereistic to an ab- 
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stract way of thinking, seeing things away from reality. Are these 
symptoms specific? A neurotic is self-centered, most neurotics are 
narcissistic, and many display some amount of autistic thinking. 
Dereistic thinking is more typical of schizophrenia, but there are 
all gradations of it; and in its milder forms, as an expression of 
mounting withdrawal, it can also be seen in many deep-seated neu- 
roses. The difference is a quantitive one. 

The withdrawal from reality is deeper in pseudoneurotie schizo- 
phrenia than in psychoneurosis, and it is again deeper in overt 
schizophrenia than in pseudoneurotice schizophrenia. This non- 
controversial statement conveys only one inference. The with- 
drawal is growing as one goes from the normal through the neu- 
rotic to the pseudoneurotic and psychotic. It is growing grad- 
ually but it is still the same mechanism of withdrawal, of turning 
away from people, away from reality. There is no method to 
measure withdrawal. What may appear to one psychiatrist to be 
a typical psychotic withdrawal may be seen by another as neurotic 
detachment (moving away from the people—Horney) or may even 
be diagnosed as depression. 


Withdrawal is the basic symptom and mechanism in all so-called 
functional mental disorders. This is seen best in the proposal of 
some psychiatrists—annoyed by recent flights into semantics—to 
divide mental cases simply into four categories: withdrawn, more 
withdrawn, greatly withdrawn, and entirely withdrawn. 


Ambivalence in pseudoneurotic schizophrenia is widespread and 
diffuse. It is really polyvalence. “Not only two contradictory im- 
pulses are present, but many constantly shifting motions in the ap- 
proach to reality.” (Hoch and Polatin.) This seems to the writer 
to be correct, but it is also true that in deep-seated psychoneuroses 
one can see a similar polymorphism of various impulses (Horney) ; 
and to draw a line between neurotic and schizophrenic ambivalence, 
is extremely difficult, often impossible. To assess correctly such 
quantitative aspects, we must rely more on experience and intui- 
tion than on knowledge. 

As to the affective changes, it was stated in the tabulation that 
no gross affective changes are found. In simple terms, one does 
not see a flat or rigid affect, so common in more advanced cases. 
Hoch and Polatin’s general statement of the presence of “inappro- 
priate emotional connections” is correct; but when they say, by way 
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of example, that the patient may be “cold, controlled and at the 
same time hypersensitive to emotional situations usually over-em- 
phasizing trivial frustrations and not responding to or by-passing 
major ones,” this reminds one of the common neurotic mechanism 
of displacement or denial. Another expression of emotional im- 
balance is strongly suspect of schizophrenia: the disproportion 
between the stimulus and the response. “A shy person goes into 
rage without being able to motivate the great emotional display 
sufficiently.” It may be added, he often reacts so, not only to trivial 
but apparently irrelevant provocation. 

The anxiety in pseudoneurotic schizophrenia deserves special 
consideration. It is the most interesting and dynamically impor- 
tant aspect of all borderline cases. It is described by Hoch and 
Polatin as “all pervading, polymorphous,” or as pan-anxiety. Pa- 
tients presented in this paper often describe it as “overwhelming.” 
The danger is coming from everywhere. It is unknown, it is im- 
minent, it is overpowering and paralyzing. The patient is literally 
overwhelmed by his anxiety. Can such situations last very long 
or even become chronic? When a man intends to jump from the 
roof of a skyscraper, it is likely that he will either step back to 
safety or jump down but much less probable that he will stay with 
one leg extended over the precipice for a considerable time. In 
some cases, the pseudoneurotic situation is probably much more 
fluid and dangerous than originally suggested. 

As Hoch and Polatin observed, there is no typical conglomera- 
tion of symptoms in pseudoneurotic schizophrenia. There may be 
a few, there may be more, some may disappear, some new ones may 
come. But the general consensus is that the one symptom, never 
missing, is a feeling of vague pervasive anxiety, which, character- 
istically, a good many of the patients who were presented in this 
paper describe as “overwhelming.” As already mentioned, it is be- 
lieved that this anxiety is dynamically the most important factor 
of the disorder, responsible eventually for the shift to psychosis. 
This mechanism has been hinted at by Kurt Goldstein’s definition 
of anxiety: “The organism or the values the organism holds essen- 
tial for its survival are threatened to such an extent that the anx- 
iety becomes overwhelming and the organism finds itself facing a 
catastrophic reaction.” In pseudoneurotic schizophrenia, the cata- 
strophic reaction is imminent; it is felt by the patient to be ap- 
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proaching and overwhelming him, but his defenses are still on the 
psychoneurotic level and the contact with reality is severed but not 
lost. When the balance is tilted—either because the threat is too 
big or the individual’s resistance to frustration is too small—and 
the catastrophic reaction actually occurs, the defenses shift to the 
psychotic level, emotion freezes, becomes displaced, and the con- 
tact with reality begins to crumble. It is possible that this mech- 
anism is only one of many one has to consider in research on 
schizophrenia. 

As pan-neurosis, Hoch and Polatin describe the existence of, not 
one but many, psychoneurotic symptoms. There is usually a mul- 
titude of them, mixed atypically and in all possible combinations. 
There may be conversion symptoms, hysterical manifestations, 
phobias and other obsessive-compulsive mechanisms. These occur 
in a number of cases presented in this paper. In addition to those 
symptoms, there are many hypochondriacal ideas, and no case is 
without them. In cases where pseudoneurotic schizophrenia has a 
tendency to go over into an overt psychotie reaction, these hypo. 
chondriacal ideas undergo a characteristic, it may be claimed, typi- 
cal evolution. In most cases one can observe, day by day, how 
clear-cut hypochondriacal ideas become semi-delusional and turn, 
through somatic delusions, to feelings of unreality and the fear of 
impending death and “non-being.” This chain of symptoms repre- 
sents the different stages of narcissistic autocathexis, culminating 
in the complete loss of object—which is death. The somatic de- 
lusions are usually very characteristic and they repeat themselves 
in all cases presented in this paper. The patients complain that 
“their bowels are rotting,” “their head is shrinking,” that “one 
arm is longer than the other one” but also, “that other persons’ 
arms are asymmetrical,” or “that some other person will die be- 
cause it looks pale.” Other patients have feelings of unreality, like 
“I am not the same,” “I am made of wood,” “I turn into stone,” or 
“the world has changed its shape.” Feelings of being dead or 
empty or frozen are also often expressed. 


There are no gross thinking-disorders in pseudoneurotie schizo- 
phrenia. Following Bleuler’s concept, it must be theoretically ac- 
cepted that some amount of loosening of associations, leading to 
thinking disorders, must be present in each case. The repressed 
affective charge must favor some associations and block others. 
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This is, however, not easily perceptible to the observer. Hoch and 
Polatin mention that some psychological tests (Vigotsky, Gold- 
stein) can trace such manifestations as “concreteness,” “confusion 
between foreground and background” and “stereotypy.” The other 
minor thinking disorders mentioned by Hoch and Polatin—like 
condensation, displacement or thought-magic—have both neurotic 
and schizophrenic connotations. 


The failure of classical psychoanalysis in cases of apparent neu- 
roses was the symptom which led, among others, to the description 
of pseudoneurotic schizophrenia. The patient is unable to associate 
freely and his handling of the material is typical. A psychoneu- 
rotie will explain his symptoms in detail. He likes to elaborate on 
their importance and rationalize them. A schizophrenic is unable 
to do so; and, once he describes his symptoms, he remains vaguely 
contradictory. The pseudoneurotic behaves much more like a 
schizophrenic, but, also, here are all possible gradations, depend- 
ing on the depth of the patient’s withdrawal from reality. The 
best proof of this contention is that a large number of pseudoneu- 
rotic schizophrenics can be treated successfully by psychotherapy. 

The presence of micropsychotic episodes in patients with pseudo- 
neurotic schizophrenia is to be found both in Hoch and Polatin’s 
cases, and even more frequently in cases presented in this paper. 
Such episodes may be isolated, or may follow each other and do 
not necessarily have an ominous significance. (Cases 2, 3, 5, and 6 
of this paper.) They are called micropsychotic because the symp- 
tomatology is usually comparatively mild and, they are of short 
duration, followed by the status quo. Hoch and Polatin say on this 
subject: “Pseudoneurotic-schizophrenia patients have often short 
psychotic episodes, a micropsychosis during which three elements 
appear simultaneously—hypochondriacal wishes, ideas of refer- 
ence and feelings of depersonalization.” 

The micropsychotic episodes could be conceived as temporary 
plunges from one level, the neurotic one, into another, the psy- 
chotie one, underlining impressively the fluidity of the situation. 
Hoch and Polatin confirm it themselves by saying, “Many of these 
patients zig-zag repeatedly over the reality line.” 

The absence of accessory schizophrenic symptoms in pseudoneu- 
rotie schizophrenia must be mentioned. One would not likely 
expect such symptoms in cases where the balance is just tilting 
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over and the neurotic mechanisms of defense are still being used 
extensively (pan-neurosis). It is technically difficult to enter the 
discussion on the diagnostically negative aspects of pseudoneurotic 
schizophrenia mentioned by Hoch and Polatin, like psychosexual 
development or regression. Though these angles are fascinating 
and closely connected with the problem, they would, by their im- 
pact and volume, increase any paper by many times its scheduled 
length. For the purpose of this discussion, consideration may 
be limited to two citations from the original paper: “The neurotic 
dynamics cannot be distinguished from the schizophrenic ones on 
the basis of psychosexual material coming up in psychoanalysis,” 
and, “It is not possible to make the diagnosis [in pseudoneurotic 
schizophrenia cases] on symptoms of regression . . . it is incon- 
spicuous.” 


Thus, the symptomatology, as laid down by Hoch and Polatin, 
has been discussed. Where this paper took the liberty to digress, 
stressing mostly the fluid and changing aspects of pseudoneurotic 
schizophrenia, it was not only the author’s own observations, which 
helped him in driving the point home, but also the remarks and ob- 
servations of Hoch and Polatin themselves. At such a moment, 
one has the unmistakable feeling that two observers are looking 
at the same stream of water, describing it in the same terms, one 
of the onlookers being interested in the color of the water and an- 
other in the fact that it is moving. 

At first glance, the shortness of most of the episodes of pseudo- 
neurotic scizophrenia and the tendency to spontaneous recovery 
stand out in the cases presented in this paper, in contrast to the 
more protracted picture observed by Hoch and Polatin. (In their 
original paper, the duration of the condition is not mentioned.) 
Analyzing more carefully this “diserepancy,” it is not difficult to 
come to the conclusion that both observations may be correct and 
compatible. Though, considering the dynamics, the shortness of 
the episode seems more to be expected, there can certainly be no 
theoretical objection that the same dynamics might not produce a 
picture of extended duration. Another aspect may have some va- 
lidity and that is the difference in the kind of clinical material at 
disposal. Part of the case material available at the Psychiatric In- 
stitute in New York City seems to this writer to belong to 
an urban cross-section of population, the adjustment of which is 
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rather schizoid or schizophrenoid in contrast to the rural groups 
of population. It is possible that city dwellers have a more aloof 
and detached way of living and tend to adjust accordingly. When 
developing schizophrenia, they are somewhat better compensated ; 
and their adjustment is more rigid than is found in the population 
of non-urban areas. It may be only part of an answer, but it is 
felt that this particular aspect of the situation shouldn’t be dis- 
carded as accidental. 

In any biological situation—and man in his behavior with its mo- 
tivations is only a part of such a general situation—one must con- 
sider two sides of the coin, the individual and the environment. If 
man withdraws from reality, the withdrawal can be basically due 
to only two factors; either the individual is too weak or the en- 
vironment is too strong. In the case of the psychoneurotic who be- 
comes a schizophrenic, there are the same two factors: His pre- 
vious mechanisms of defense have proved inadequate or the en- 
vironment has become more threatening than before. As the same 
trauma may tilt one psychoneurosis into schizophrenia and not af- 
fect another psychoneurosis, the concept of “a primary deficit in 
tolerance to frustration” has been put forward. The concept is 
plausible; but, in fact, it does not explain much, beyond stressing 
the unquestionable presumption that some constitutional factors 
are present which sensitize the individual and lower his frustration 
tolerance level dangerously. Logically, this concept amounts to 
the acceptance of congenital schizophrenia. Hoch and Polatin fol- 
low implicitly Bleuler’s theory of an underlying, essential, non- 
psychogenic, but endogenic, factor which independently of environ- 
mental factors can oscillate, accounting for sudden relapses, sud- 
den remissions and many psychotherapeutic successes. As this 
mysterious “core” or whatever name one may give it, remains to 
this day elusive and neither Bleuler nor anybody after him has 
heen able to give satisfactory evidence of its existence, this author 
prefers the modified view of considering some schizophrenias to be 
basically psychogenic—admitting, at the same time, the probability 
of a congenital or developmental predisposition. 


The acceptance of endogenic factors as an essential component 
in the schizophrenic withdrawal should not obscure the importance 
of the environment. First of all, any primary deficit—to be pre- 
sumed also in a lesser degree in psychoneurosis—is by its nature 
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only a predisposing factor. Not every asthenic individual develops 
tuberculosis, just because he has a deficit in the size of his chest, 
his heart or his vessels. The writer believes that the picture we 
see today in our hospitals and offices, is one of ever-increasing num- 
bers of individuals taking refuge in the schizophrenic way of life. 
This, he feels, can be accounted for only by acceptance of what he 
considers to be the simple but unpalatable fact that our particular 
brand of culture is schizogenic—bound to breed withdrawal and 
schizophrenia to a much greater extent than other cultures. There 
are no statistical data yet which would make proof of this conten- 
tion possible beyond doubt, by plain figures ; but on a common-sense 
basis, one can accept that superficiality, rigidity, hypocrisy, eut- 
throat competition and lack of real enjoyment of life are all quali- 
ties conducive to a flight from reality, The contention of some an- 
thropologists that this is not true and that schizophrenia occurs in 
all cultures, and consequently must be of organic orgin, cannot be 
discussed seriously until such sweeping statements are supported 
by field research and reliable statistical data. We can discover in 
any aspect of our culture (in this context equal to civilization or 
so-called way of life), the anhedonic or even the antihedonie prin- 
ciple. If there ever was a need to underline the impact of environ- 
ment, the writer believes that our schizogenic culture proves it. 
This writer feels that many psychiatrists cling so stubbornly to 
somatogenic concepts in schizophrenia only because they are un- 
able or unwilling to accept our civilization in its proper perspec- 
tive. 

To visualize the progress of the withdrawal of the individual, it 
may be useful to resort to a crude schematic outline of general dy- 
namics which may be inaccurate in details but conveys suggestively 
the idea of continuity. It was really Hoch and Polatin’s poignant 
remarks on “the quantitative aspect of symptom formation” which 
gave this writer the impulse to develop the point a bit further and 
discuss the evolution of the symptoms. Obviously, the following 
remarks are full of truisms. They are not meant to improve on 
ideas expressed elsewhere much more ably. They simply summar- 
ize the situation, pointing to the aspects relevant to the problem of 
pseudoneurotic schizophrenia. 


A so-called normal individual is capable of enduring large 
amounts of stress and is able to satisfy his instinctual demands by 
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acting them out or by sublimation. All stress situations, whether 
intrapsychic or interpersonal, are connected with anxiety. A nor- 
mal individual is able to overcome this anxiety successfully, using 
it up in his quest for a higher level of adaptation, integration, or 
self-realization—whatever concept we prefer. Not every indi- 
vidual is able to perform this way and obtain satisfaction. Very 
often the taboos of the society he lives in—and his super-ego is 
only an introjected part of this society—forbid him the satisfac- 
tion of his drives. As any stimulus strives for discharge, he seeks 
substitute gratification. This, he may achieve in the form of a neu- 
rotic symptom. Unfortunately, the neurotic symptom is not only 
a substitute for the normal gratification—acting out or sublima- 
tion—-but it also fulfills the role of a bribe to the super-ego, in the 
form of offering suffering as payment for allowing the id to be 
satisfied. Here, one is in the presence of neurosis, both as an at- 
tempt at compensation and an illness connected with suffering. 
Later modifications of the theory of neurosis, like Rado’s “failure 
of adaptation” or Horney’s “clash of neurotic drives,” are neces- 
sarily omitted in this compressed schematic outline. They could be 
derived from such basic premises as those discussed here. 

As long as the individual is able to function on the basis of a 
total or partial neutralization of his trauma by his symptoms, the 
artificial balance is maintained. If, for any reason, one mechan- 
ism fails to function, other mechanisms of defense are used to help 
the individual maintain the balance. One by one, the neurotic symp- 
toms may increase in number, leading eventually to the picture of 
pan-neurosis. If pan-neurosis is unable to absorb all the anxiety 
and there is still a surplus of it, the anxiety may now become 
greater than would correspond to the particular symptoms, it may 
become overflowing, pervasive, atopic, overwhelming; in other 
words, it develops into what has been called pan-anxiety. This is 
roughly the stage described by Hoch and Polatin, as pseudoneu- 
rotiec schizophrenia. 

If the trauma increases and if, in addition, the individual is con- 
stitutionally handicapped, a situation occurs which is described by 
Kurt Goldstein as a “catastrophic reaction.” If the values the in- 
dividual holds essential for his survival are threatened to such an 
extent that, even by devious ways, no gratification can possibly be 
obtained in the outside reality, there is only one thing left to the 
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individual; and that is to withdraw his cathexis from the environ. 
ment and invest it in himself. In addition to the compulsive symp- 
toms, to conversion symptoms, to hysterical symptoms, one sees 
hypochondriacal complaints—going over imperceptibly into so- 
matic delusions. In the compulsive, obsessional or hysterical de- 
fenses, cathexis is still invested directly or indirectly in the en- 
vironmental factors. Now, it is withdrawn from the environment 
and invested inside. The amount of energy withdrawn is too large 
to become stationary in the form of simple somatic complaints ; and 
it is bound to upset the whole balance of the organism. Character- 
istically, in this slightly more advanced stage, the individual feels 
unreal, empty, freezing, and his anxiety is expressed as overwhelm- 
ing. This stage could be called a more advanced stage of pseudo- 
neurotic schizophrenia, or the beginning of an overt schizophrenic 
reaction. The individual is withdrawing more and more from real- 
ity, but his neurotie and half-neurotie defenses may be still present. 

Eventually, the withdrawal increases quantitively and the neu- 
rotic defenses already inadequate in previous stages break down 
entirely, or rather recede to the background. The stimulus has 
found its discharge, away from reality, in a fantasy life where only 
those associations are acceptable which favor the emotionally 
charged repressed material. Emotion is displaced and not visible 
to the outsider; thinking processes become disrupted ; ambivalence, 
autistic, and dereistic thinking increase quantitively. Here is an 
overt schizophrenic reaction. It must be stressed, and the writer 
believes that the case material presented in this paper substan- 
tiates it satisfactorily, that all these changes occur in a fluid con- 
tinuity—a schizophrenic symptom developing from a neurotic 
symptom just by the increase of its intensity, a point already 
hinted at by Hoch and Polatin in their remarks on the quantitative 
aspects of the symptoms. A daydream becomes a delusion, a 
numbness goes over into “freezing,” a hypochondriacal complaint 
turns into a somatic delusion. Nowhere is there a clear-cut line; 
nowhere is the continuity disrupted. 

The rest of the body is not excluded from the shock; and the 
catastrophic reaction produces, through the vegetative nervous 
system, a number of various responses and changes in the whole 
physiology of the organism. This is to be expected and is rather 
obvious to everyone, but the sequence of events is rarely stressed; 
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and, consequently, the dynamic context is missed. There is a tend- 
ency to regard these secondary changes as “the thing itself” and 
connect them in a vague fashion with the etiology of schizophrenia. 
The writer believes that this is scientifically unwarranted, as the 
dynamic sequence is too plain to be denied or omitted. Some psy- 
chiatric research on schizophrenia consists of observing changes 
without stressing their sequence. That a schizophrenic has such 
or such a change in his blood sugar level, or such and such changes 
in his creatinine excretion, or such and such imbalance in hormonal 
secretion, may be very interesting by itself but, the writer thinks, 
has certainly nothing to do with the etiology of schizophrenia. If 
one considers the fact that after the break occurs, the patient is 
often “frozen” for a long time and leads a particular way of life, 
with particular gait, particular posture, particular eating and 
sleeping habits, and so on, there is no wonder that initial physio- 
logical changes perpetuate themselves and become automatic, and 
that new changes may appear continuously. 

This crude outline is, in many points, an oversimplification; on 
the other hand, it is sufficiently impressive to warrant the basic con- 
tention of this paper that the psychoneurotice type of reaction may 
pass through the pseudoneurotie stage into the schizophrenic type 
of reaction. Furthermore, due to spontaneous remissions or psy- 
chotherapy—extended, modified, direct, or whatever it may be— 
this process is reversible; that is, the schizophrenic may re- 
turn to the psychoneurotic level. That the schizophrenic may 
abandon the withdrawal mechanism and return to his previous psy- 
choneurotic defenses obviously neither infers an identity of these 
types of reaction nor makes schizophrenia functional, a point pre- 
viously stressed and elaborated. Clinical observations seem to in- 
dicate that the whole process described is possibly only one of the 
mechanisms of the coming into being of a schizophrenic reaction 
as has already been hinted by Bleuler, Langfeldt and others. This 
view also follows logically the general acceptance of schizophrenia 
as a type of reaction. There should be other mechanisms for the 
coming into being of the schizophrenic type of reaction, possibly 
mechanisms between the one discussed here and that of the so- 
called organic* type of schizophrenia (Bellak’s “psychosomatic 
view of schizophrenia” or multifactor theory), 


*Cases reported by Polatin, Ferraro, Tedeschi, Holt and Roizin, 








MARIAN AXEL, M. D. 585 


The value of the Rorschach test in diagnosis of borderline cases 
deserves reconsideration in view of the new and encouraging as- 
pects offered by a paper of Piotrowski and Lewis on their formula 
alpha.* Not only is the approach of the authors of this paper en- 
tirely new and exciting in its future possibilities, but also, in prac- 
tical results, the diagnosing of early and mild cases of schizo- 
phrenia by means of formula alpha proved amazingly accurate as 
compared with clinical psychiatric evaluations. 

The following components were selected for the diagnostic for- 
mula: W, 3C, Se-XC, ¢c’-shock, and F+-%<70. For the weighting 
of these signs, and the scoring system as a whole, the reader is re- 
ferred to the original paper. The total score is obtained by adding 
all the positive weighted scores and subtracting all the negative 
weighted scores, The principle that underlies the new diagnostic 
formula is the observation that capacity for energy output is ap- 
proximately equal to the capacity for energy control in the case of 
a psychoneurotic, and of all persons without organic brain disease. 
In the schizophrenic and in organic cases, however, there is a sig- 
nificant disproportion between energy capacity and energy control, 
the former being diminished and the latter increased. Working on 
this principle, the authors conceived their alpha formula, which is 
suitable for the diagnosis of about one out of three schizophrenics, 
comprising mostly the early or mild cases—the incipient or pseudo- 
neurotic forms. 

A few words remain to be said on the practical aspects of the 
classification of pseudoneurotic schizophrenia. The writer would 
express the opinion that any conscientious psychiatrist, who at- 
tempts to make the diagnosis of pseudoneurotic schizophrenia, 
should most carefully, not only evaluate the symptomatology and 
dynamics of the case, but consider in the first place the total spe- 
cifie constellation of the facts available. As a rule of thumb, it 
could be accepted that no case without genuine pan-anxiety and 
genuine pan-neurosis, and without at least one of the other basic 
symptoms prominent in completing a triad, should be called pseudo- 
neurotic schizophrenia. It must be kept in mind that whatever the 
interpretation is—that this is a schizophrenia which is only masked 
by psychoneurosis or that this is a transition stage between the two 


*Piotrowski, Zygmunt A., and Lewis, Nolan D. C.: An experimental Rorschach diag 
nostic aid for some forms of schizophrenia, Am. J. Psychiat., 107:5, November 1950. 
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types of reaction—the clinical picture described by Hoch and Pola- 
tin is precise and well limited. There is no good reason to fumble 
around and call, not only all borderline cases, but also any deep- 


seated psychoneurosis or any incipient schizophrenia, pseudoneu- 


rotic. As practically all schizophrenic types of reaction display 
some psychoneurotic features, the concept of pseudoneurotic 
schizophrenia would eventually lose its meaning and dissolve, if 
diagnosticians continued to throw everything together. Obviously, 
not all borderline cases belong to the group of pseudoneurotic 
schizophrenia and certainly, psychoneurosis should still be consid- 
ered an existing and valid classification. With incipient schizo- 
phrenia, one can sum up the situation by saying that each case of 
pseudoneurotic schizophrenia is a particular form of incipient 
schizophrenia but that not every incipient schizophrenia belongs 
to the group of the pseudoneurotic. 


SUMMARY 


The concept of pseudoneurotic schizophrenia is discussed, and 
10 cases, with histories of borderline development, are presented. 
The material contained in Hoch and Polatin’s paper on pseudo- 
neurotic schizophrenia is abstracted, and the symptomatology of 
pseudoneurotic schizophrenia is discussed. Basic problems in the 
approach to schizophrenia are mentioned and the environmental 
factors stressed. Piotrowski and Lewis’ formula alpha is dis- 
cussed. The necessity of a careful total evaluation of each case is 
stressed in making the diagnosis of pseudoneurotic schizophrenia. 
The interpretation is advanced that pseudoneurotic schizophrenia 
is a fluid transition stage from the psychoneurotic to the schizo- 
phrenic type of reaction. 
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FURTHER DEVELOPMENTS OF THE CORNELL WORD FORM" 


BY ARTHUR WEIDER, Ph.D., BELA MITTELMANN, M. D., 
DAVID WECHSLER, Ph.D., and HAROLD G, WOLFF, M. D. 


There has always been a need for an instrument for the rapid 


psychiatric assessment of large numbers of persons in various sit- 


uations; and for some situations, there is need for a method differ- 
ent from the usual questionnaires. The Cornell Word Form was 
devised to contribute to a descriptive sketch of the individual’s 
adaptive and adjustment mechanisms in a manner not apparent to 
the subject. It has been found useful in situations where strong 
motivation might make responses to direct questions unreliable. 

Furthermore, it was devised to serve as an adjunct to the inter- 
view; not as a substitute for one, unless an interview proved 
impractical. When an interview is possible, the Word Form 
has both quantitative and qualitative usefulness, because the 
individual items chosen by the subject can be examined clinically 
for cues to points of departure in the interview. From this test, 
one may derive descriptions of how the subject deals with life situ- 
ations—does he manifest his adjustment predominantly in his at- 
titude, states of feeling and emotions or in bodily reactions? This 
is possible, since significant items chosen by the subject lend them- 
selves to these gross categories. 

The Cornell Word Form** is a modification of the ordinary type 
of individually-administered word association technique, in that it 
is a “forced choice” method. The subject is presented with a list of 
stimulus words, following each of which are two other words (re- 
sponse words). He is asked to choose the one he thinks goes bet- 
ter with the stimulus word. Some of the choices are comparatively 
obvious in their implications, for example Sleep—comfort, restless. 
In others, the choice is not obvious; for example, Brother—man, 
my brother. Examples of the latter type are about equal to those 
of the more obvious variety. Statistically, both kinds yield sig- 
nificantly-differentiating values for personality types, although 

*From the New York Hospital and the Departments of Medicine (Neurology), and 
Psychiatry, Cornell University Medical College ; and the Psychiatric Division, Bellevue 
Hospital, New York, N. Y. 

**The work described here was done under a contract—recommended by the Committee 
on Medical Research—between the Office of Scientific Research and Development, and 


Cornell University. Copies of the Cornell Word Form may be obtained from the au- 
thors, New York Hospital, 525 East 68th Street, New York 21, N. Y. 
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most of the items with the highest validity values (critical ratios) 
belong to the obvious type. However, in the total number of items, 
their direction may be overlooked by the subject, and he may give 
informative responses in spite of a desire to falsify. About half 
of the 80 items refer to symptoms of maladjustment associated 
with bodily dysfunctions, and the rest to behavioral, attitudinal, 
and emotional disturbances. 


THe DeveLOPpMENT or THE CorNELL Worp F'orM 

Several earlier experimental forms of the Cornell Word Form 
than the present one were used during the war for military psychi 
atric screening.’ * The earlier forms contained 180 and 160 items 
respectively, but these were reduced as a result of an extensive sta- 
tistical item analysis on several hundred cases. The items scored 
in the present version were all found to have statistically high va- 
lidity values. Some items having low validity values were never- 
theless retained as part of the test for their clinical significance 
and for the qualitative data they yield. 


The test has been administered to many groups in various types 
of occupational endeavor. These groups are not part of the orig- 


inal standardizations; and, consequently their results contribute 
substantially to a knowledge of reliability, validity, and applica- 
bility of the instrument. It should be pointed out that the popula- 
tion used in the original standardization contained few females. 
However, where the test was used in the quick examination of 
women, especially in industry and in nursing, no difference in re- 
sults attributable to sex were noted. It is quite possible that re- 
sponses of women will differ from those of men in other situations. 


RELIABILITY 
To establish the reliability of the Cornell Word Form, it was 
given, on two occasions, one week apart, to a group of 70 medical 
students and a group of 30 nurses. The coefficient of correlation 
for the 100 subjects was .81. 


VALIDITY 


In its military editions the Cornell Word Form was administered 
to many groups in the armed services. For the civilian edition 
(Cornell Word Form—2), the Cornell Word Form was entirely re- 
standardized on new populations, but some of the items of the mili- 
tary form with observed statistical significance, and others with 
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qualitative possibilities were utilized. To these, were added new 
appropriate items, and old items modified for civilian situations. 

One hundred individuals without personality disturbances, ad- 
judged “normal” on the basis of comprehensive psychiatric inter- 
views, and 100 persons with personality disturbances, as deter- 
mined by psychiatric interviews, were tested, and the results were 
compared, An item analysis was undertaken, and only items yield- 
ing a validity value of .6 or higher were chosen for quantitative 
scoring. A validity value of .6 for 100 cases is equal to a critical 
ratio of 3.0.°. This initial research resulted in 29 statistically sig- 
nificantly differentiating items, while the remaining 51 were re- 
tained either as “buffers” or to give qualitative cues which would 
add clinical insights. 

The table shows the percentages of additional samples of “nor- 
mal” individuals, and of those with neuropsychiatric disorders, at 
different score levels on the present edition of the Cornell Word 
Form. Since the test is intended to identify the neuropsychiatri- 
cally ill, this table is primary evidence of the instrument’s service- 
ability. 

It will be seen that a score of 8 “screens”—in addition to psychi- 
atric cases—approximately 10 per cent of “normal” and unselected 
samples, while “detecting” more than 42 per cent of one psychi- 
atric patient population and as much as 76 per cent of a larger 
psychiatric patient group. When it is desired to “screen” as many 
as possible of the actually or potentially unfit even at the cost of 
mistakenly including a substantial number of persons in good men- 
tal health, a score of 5 is suggested; since the data indicates that 
20 per cent to 28 per cent of “unselected adults” are “earmarked” 
while between 72 per cent and 94 per cent of neuropsychiatrically 
ill adults are detected. 

The qualitative features of the Cornell Word Form are such that 
they recommend attention wherever and whenever possible. Merely 
placing the completed Word Form into the scoring stencil without 
studying the subject’s choices on many of the non-scored items is 
to overlook, and so lose, much of the instrument’s value. Thus, the 
Word Form may be subjected to clinical evaluation, as well as to 
quantitative scoring, in a relatively short time. To facilitate the 
former function, the scoring stencil contains, alongside the scored 
items, references to clinical information describing the nature of 
the disturbances. The examiner can make further inquiry and 
clinical interpretations on the basis of this additional information. 
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Table. Cumulative Percentages of ‘‘Normal’’ and Neuropsychiatrically Ill Populations 
at Various Cut-off Levels of the Cornell Word Form 


(1) (2) (3) (4) (5) (6) (7) (8) (9) 
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Sample The 200 officer candidates were students in the Quartermaster School at 
Camp Lee, Va. They were also ‘‘sereened’’ by a neuropsychiatrist. 

The 100 ‘‘ psychiatric accepts’’ were selectees interviewed at the Seattle 
Induction Station by a psychiatrist and so diagnosed, They are men 
held acceptable for service despite psychiatric symptoms, 

The 100 students consist of 70 medical students of the University of 
Louisville School of Medicine and 30 students in nursing training of 
the Kentucky Baptist Hospital, Louisville, Ky. 

The 500 male and female factory workers were employed at the Cater 
pillar Tractor Co., Peoria, Ill. Their ages ranged from 21 to 55. 
The 200 textile workers were employed at the Albany Felt Co., Albany, 
N. Y. This sample included males and females between the ages of 

18 and 50, 

The 100 clerical workers were employed at the same company and were 
young females, 

These 100 psychiatric male patients were hospitalized in a midwestern 
Veterans Administration Hospital. 

These 100 psychiatric male patients were hospitalized in a New England 
Veterans Administration Hospital. 

These 200 psychiatric male patients were on the neuropsychiatric wards of 
St. Albans Naval Hospital, St. Albans, N. Y. 
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Uses ory THE CorneLL Worp Form 


The Cornell Word Form has been devised as an instrument to 
make quickly a descriptive sketch of the individual’s attitude, feel- 
ing states and emotions or bodily reactions for clinical interpreta- 
tion. It has been devised to do so in a manner not readily discern- 
ible to the subject in order to increase the possibility of objectivity. 
It may be administered and scored by an intern, nurse, orderly, sec- 
retary or clerk; and the collected data can then be elaborated by 
the clinician during an interview. 

it has shown itself to be effective in indicating the presence of 
disturbances in adjustment, as exhibited in psychotic, psychoneu- 
rotic and relevant bodily reactions and diseases. It is less effective 
in the “screening” of those persons exhibiting so-called monosymp- 
tomatic disturbances (such as hysterical palsies and pre-psychotic 
and early psychotic states). It is not effective in indicating neu- 
rological disturbances. The Cornell Word Form does not function 
differentially as an instrument for measuring and comparing vari- 
ous generic personality traits. Deviations from the average, or 
“normal” are reflected in the Word Form score, but the score does 
not ascertain what specific difficulties are involved. Thus, individ- 
uals with a variety of different manifestations of maladjustments 
may be found to have the same score. In such instances, perusal of 
the items chosen by the subject may add definition. Falsification 
and evasion of the responses to the items on the test have been 
found to be uncommon because of the nature of the instrument, for 
few subjects recognize the intent of the test. Indeed, many “see” 
it as a word test per se. 

The Cornell Word Form may be applied in the following situa- 
tions: 


Neurologic and Psychiatric Wards and Outpatient Departments* 


Large numbers of patients who cannot be cared for adequately 
by available staffs are often referred to neurologic and psychiatric 
services. One phase of investigation of such patients that is time- 
consuming is the accumulation of a sufficient body of historical 
data, information about present complaints, and a point at which 
to start a subsequent interview. Satisfactory material may be 
collected quickly by means of the Cornell Word Form with no ex- 
penditure of the clinician’s time. He can attack diagnostie and 
therapeutic problems promptly, since the patients have been 
quickly “sereened” beforehand. 
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Medical and Surgical Wards and Outpatient Departments** 


Many persons with structural disorders also have emotional dis- 
turbances which interfere with rapid convalescence. When such 
disturbances are not obvious they may not be recognized as factors 
contributing to long convalescences. Investigators desiring to 
check on the presence of personality disturbances in medical and 
surgical patients preliminary to referral for consultation with a 
psychiatrist will find the Cornell Word Form helpful, together with 
other quick procedures, such as the Cornell Index,* and the Cornell 
Medical Index—Health Questionnaire." 


Industry’ 


In industry, the Cornell Word Form can be of use to medical de- 
partments in examining personnel to determine which employees 
need guidance for emotional disturbances or lowered morale asso- 
ciated with poor work adjustment. This test is not recommended 
as a criterion by which employees can be hired or discharged but 
as an adjuvant tool that has been applied in making suitable place- 
ments of employees. 

Research® 

The Cornell Word Form makes possible the comparison of large 
numbers of persons by a simple and expeditious method. Studies 
of individual subjects are likewise possible and have the advantage 
of qualitative, as well as of quantitative, analysis. The Word Form 
is an effective time-saving device in placing before the interviewing 
examiner information concerning maladjustments associated with 
bodily symptoms and neuropsychiatric tendencies in a subject. The 
brevity of the Word Form, its simplicity of administration and 
scoring, and its subtle manner of leading to crucial data recom- 
mend its use in a large variety of clinical and experimental situa- 
tions, 


New York Hospital 
525 East 68th Street 
Cornell University Medical College 
1300 York Avenue 
New York, N. Y. 
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THE MEANING OF PASSIVITY* 


BY HENRY HARPER HART, M. D. 


Though nowhere precisely defined in the psychoanalytic litera- 
ture, the term passivity seems to be universally understood. Equa- 
ted with, or overlapped by, such terms as aboulia, apathy, depend- 
ence, helplessness, inertia, submissiveness, masochism and feminin- 
ity, the term passivity is sometimes regarded as the antithesis of 
aggressiveness, sometimes as the antithesis of activity. Now to de- 
fine passivity in terms of aggressiveness implies that we know what 
aggressiveness is. A little thoughtful exploration of aggressive- 
ness often reveals that what masquerades as aggressiveness is a 
cover for passive wishes or a defense against them. Bergler’ would 
have us term such defensive aggression—pseudo-aggression, or 
neurotic aggression. On the other hand, there are many instances 
in which the refusal to act, the maintenance of passive attitudes is 
more effective than a great deal of activity. 

In general, we think of a passive person as one who acts less, 
moves less than the ordinary, and an aggressive person as one who 
acts and moves more, and who attacks. ‘To define passivity in 
terms of activity obliges one to define activity. Everywhere we 
find motion an essential quality of action. In chemistry, we say 
that heat increases chemical action and molecular motion; and a 
“hot baby” is not one who is purely passive, either sexually or 
muscularly. In parliamentary procedures, we make a motion, we 
take action; and where no motion is made, a body is considered in- 
active. We must, I think, distinguish between activity and mobil 
ity on the one hand, and passivity and immobility on the other- 
quite apart from the adaptive effectiveness of either. Action, or 
activity then implies function, even accelerated function; passivity 
implies non-function or decelerated function. Thoughts which 
often replace action, making it unnecessary, or enabling us to se- 
lect the most appropriate action, could be mistaken for passivity. 
But thinking is an activity of a different or higher nature than or- 
dinary action. Absolute want of activity is hard to find, even in 
death, where decomposition is an active process, 

*Read at the meeting of the Schilder Society, New York City, February 26, 1953. The 
author wishes to acknowledge with gratitude the assistance of Dr. Harry Wagenheim of 


the Department of Mental Hygiene, Yale University, in our combined work on this prob 
lem, 
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The polarity, active-passive, is too familiar to us in the symbolic 
grammar of Indo-Kuropean languages to be brushed aside lightly. 
(Jrammar is based on human action and relationships. There is no 
confusion whatsoever between passivity and activity when we come 
to grammar. ‘To be passive means to have something done to one 
or for one; to be active means to do something to or for another. 
In all human relationships there is someone who acts, and someone 
who is acted upon. There is not a reader of this who would con- 
fuse robbing with being robbed. All human history has been a re- 
volt against passivity, or a taking advantage of it. In human re- 
lationships an interchange, with alternation of acting and being 
acted upon, makes this diphasie process inevitable, and important 
for adaptation. 

Living organisms cannot live by action alone. They would wear 
out. Catabolism is followed by anabolism. Action is foliowed by 
repose. All organic systems of the body have excitable and re- 
fractory periods. The heart must have both its diastole and its 
systole. Kven the autonomic nervous system is divided into a part 
that explodes energy and a part that conserves it. 

A certain basic passivity could be assumed to underly the line 
of least resistance which is followed in all living matter. The law 
of the line of least resistance means no action without strong or 
necessary stimuli. The want of foresight in human history has in- 
dicated how the passivity of the masses, the unwillingness to see 
what is coming, has been the cause of countless tragedy and waste 
of life. Many species have disappeared from the planet because of 
inability to adapt actively to changed conditions. Unwillingness 
to change is a problem of the masses and of the individual. 

Is there an instinct to be passive? If we cannot exist without ac- 
tivity, is it not equally obvious that we cannot exist without passiv- 
ity? Passivity, or indolence, or laissez-faire would not be so com- 
monplace if it were not instinctive. Let us not forget that the in- 
stinets of hunger and sex have alternate phases of activity, with 
increase of tension followed by passivity with reduction of tension. 
Adaptation seems to demand an easy, flexible capacity for the utili- 
zation of both phases of instinct. 


Judged by the criterion of adaptability, it is easy to classify pas- 
sivity into the healthy and the unhealthy. The former facilitates 
adaptation; the latter reduces it. To wait comfortably until the 
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appropriate time for action, is healthy passivity. To sleep on a 
problem, often leads to a better solution. The passivity of the ana- 
lytic situation, both in the patient and in the analyst, permits in- 
creasing perception, where activity would only make things more 
opaque and turbid. The manic patient is active and the depressed 
is passive, but neither can be regarded as a healthy adaptation. A 
healthy marriage is not one in which all the activity comes from 
one partner—any more than a good football team is one in which 
all the running is done by one member of the team. 

In the development of the infant, activity seems to increase grad- 
ually as the passivity of sucking and sleep decreases; and the ex- 
ercise of the muscular apparatus becomes more important than 
mere gastro-intestinal activity. The child becomes more and more 
an initiator of activity. A constitutional factor evidently enters in 
at birth to determine the difference between an active sucker and 
a weak, passive sucker. Prolonged and debilitating illnesses like 
mastoiditis, tuberculosis, poliomyelitis or dysentery reduce the 
child’s muscular activity and help to confine him to gastro-intes- 
tinal functions. The healthy child resists prolonged submission to 


inaction—the unhealthy child accepts it because of passive and 
magical gratification from the attention of overprotective parents. 


This leads to a consideration of the oral zone which in psycho- 
analytic literature is so often identified with what is called passiv- 
ity. Yet the oral zone is not specifically passive. The trigeminal 
nerve is the first to be myelinated—and is hence the first to be used 
in adaptation. The all-devouring mouth of the shark or the car- 
nivore is far from a merely passive receptive zone into which 
things are thrown from time to time. Freud’ found the gastro-in- 
testinal tract subserving active and passive functions which he says 
antecede the dichotomy of male and female. He say “the erogenous 
mucosa of the bowel manifests itself above all as an organ with a 
passive sexual aim.” But the healthy vigorous child does not have 
to be taught to suck and eat and he uses his mouth as an explora- 
tory, reality-testing organ. Margaret Ribble’ has found passivity 
and apathy developing in children who receive too little mothering 

as well as in those with too much. Alexander‘ finds the passive, 
homosexual relationship to the father a repetition or substitute for 
the passive sucking-situation. But we know that the refusal by 
the mother of her breast is of decisive importance to the develop- 
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ment of homosexuality, in both sexes. Too little or too much frus- 
tration of the oral zone can lead, equally, to passivity. 

A clinical illustration of these forces is afforded by a research 
mathematician of 28, shy, slender, girlish, with large sensuous lips 
who came to analysis because of marked lack of confidence and be- 
cause of digestive disturbances in connection with girls. He could 
not eat in their presence without nausea and often had to excuse 
himself and vomit. The more he desired the girl sexually, the more 
this was apt to happen. He fantasied intercourse but dared not 
propose it, “I would as soon put my finger in a meat grinder.” He 
had been nursed at the breast for only 10 days when his mother 
died of puerperal septicemia. For days his life was despaired of, 
and he ceased to eat. Then his father found a wet nurse and a fos- 
ter mother who overindulged and overprotected him until he was 
four. His father showered gifts and tenderness upon him that he 
had formerly bestowed upon the patient’s mother. He recalls feel- 
ing secure in his father’s arms as his father sang to him. This pe- 
riod of security and omnipotence was brought to an abrupt close 
by the father marrying his wife’s sister who, seeing the boy’s spoil- 
ing at the hands of the foster mother, withdrew the child despite 
his protests and subjected him to discipline. Again he felt aban- 
doned and frustrated by woman. Rivalry for the father’s love de- 
veloped between the patient and his stepmother, so that the latter 
often threatened to send him away to an institution if his defiance 
persisted. When his stepmother died, when he was 16, he again 
lost a mother, but so great was his hostility that he refused to look 
at her or go to her funeral. He would, therefore, abandon the 
woman first—a revenge against womankind. Independence of the 
woman was partly established by his identification with woman, in 
which he would masturbate in a sort of autohypnosis, being both 
man and woman in an autarchic fantasy. 

Homosexual wishes and fantasies arose but were never indulged 
in—-probably because of the strength of his identification with his 
father and the security of the latter’s love. He had dreams of doc- 
tors, however, giving him rectal injections or operating on him. In 
his dreams his girlfriend would turn into a boy or would be pro- 
vided with a penis. He had a pronounced foot fetishism in which 
he loved to smell and suck a girl’s foot, particularly if there was 
some odor to the foot. He had dreams of eating cheese sandwiches 
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and once a cannibalistic dream of eating woman’s flesh at a res- 
taurant, where his girlfriend had the attack of vomiting and he had 
the appetite. He was disturbed by fantasies of women being run 
over by trolleys and subway trains, and, whenever he saw a crowd 
gathering in a street, he guiltily hoped it would be a woman who 
was injured. 

When his hostility and revenge against woman, based on magical 
expectation, were explored, he gradually got confidence enough to 
establish a quarrelsome but warm relationship with a motherly 
girl; his sexual potency established itself, and his nausea disap- 
peared. 


PASSIVITY AND THE EXxpreEssiON oF ReveENGE 


With so much need to disappoint the woman, the fact that he had 
premature ejaculation was not surprising. He feared that the 
woman would drain away all his energy. He was often constipated. 
When his girlfriend married the man of her choice, the patient re- 
gressed to autohypnotic masturbation, became more passive, apa- 
thetic, and had frequent colds, requiring retirement to bed. He 
wanted his father and the analyst to take care of him like a baby. 
His sadistic fantasies about women returned, but as he developed 
another heterosexual relationship these disappeared, as well as his 
nausea and anorexia. His passivity extended itself to his work 
which deteriorated unless the head of the department took a sus- 
tained interest in him. Later he became more independent and as- 
sertive and developed prestige in his own right. 

This case is cited because of the important conditioning factors 
in his passivity: (1) frustration at the breast with the loss of suc- 
cessive mothers; (2) overprotection and pampering by both the 
foster mother and the father; (3) rivalry with the stepmother for 
the father’s love, accentuating passive homosexual wishes and hos- 
tility to the mother-figure; (4) deep oral and anal fixations with 
guilt; (5) slight, asthenic build, making muscular competition with 
other boys less feasible than intellectual; and (6) frequent ill- 
nesses, accentuating passivity and gastro-intestinal interests as 
bids for the father’s love. 


Jones’ says that oral erotism is almost invariably associated 
with overstrong mother identification and anal erotism. Both 
Glover® and Melanie Klein’ say that identification with the 
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mother, with a predominance of oral and anal sadistic tendencies 
and a primitive maternal super-ego, may—in the girl—prevent fur- 
ther genital development. Fenichel* describes a woman who lost 
her father the day she was born, and identified with him through 
oral union, expressed in fantasies of eating corpses, eating feces, 
and oral impregnation. 


Passivity, OraL Frxation, AND IDENTIFICATION 


Many other examples in psychoanalytic clinical experience could 
be drawn to prove the close connection of passivity, oral fixation 
and identification. Abraham’ was one of the first to show how pro- 
longed overindulgence at the breast caused a magical expectation 
of an eternally-flowing breast. Ejisendorfer’ described a passive, 
dependent woman of 29, reared only by her mother and female rel- 
atives, who had been nursed at the breast until she was three years 
old. She had frequent dreams of eating at the table with her 
mother. Analysis of this woman produced a gradual change from 
oral passivity to oral aggression, and in later dreams she was bit- 
ing ghost-like women figures. Whenever her sexual feelings 


reached a certain intensity, she regressed to oral gratification. 


A mother can produce passivity in her children, not only by frus- 
tration or overindulgence at the breast, but by subjecting them to 
passive gratification at the anal zone. Such mothers get uncon- 
scious phallic gratification in inserting enema nozzles in the ani 
of their offspring. One very passive law student with kleptomania, 
who idled and wasted his time until the accumulation of work drove 
him in a frenzy of achievement, had, with the rest of the family, re- 
ceived enemas from the mother who even gave them to her hus- 
band. But no one dared give enemas to the mother. 

A schizophrenic youth with initially compulsive tendencies and 
with severe constipation had received suppositories from his 
mother since his birth. The constipation developed at the age of 
10 when the mother felt he was big enough to move his own bowels. 
Later he was able to induce a movement by calling up his mother 
on the telephone. The mother had him circumcized on the advice 
of a surgeon for bed-wetting and masturbation when he was two 
and a half, and this intensified his passivity, resulting in his com- 
plete inability to masturbate or have intercourse. 


Mothers who delight in ettending to the child’s oral, anal, and 
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genital zones in the bath, on the toilet, and at the table seduce the 
child into a passivity which can only with great difficulty be modi- 
fied by analysis. As Kisendorfer" has shown, both men and women 
brought up in an all-female environment show passivity. The ma- 
ternal super-ego makes all independence and assertiveness morally 
wrong. This is all the greater with the disappearance of the strong 
father figure in the modern family. In many New York homes with 
overaggressive, dominating matriachs and passive, inadequate fa- 
thers, it is considered abnormal if a son or daughter decides to live 
alone, even at 28. In a paper on radicalism, masochism, and pas- 
sivity, the writer showed how young men devoted to a revolution- 
ary socialism and the welfare state had been reared by overprotee- 
tive matriarchs and showed both profound oral dependence and 
contempt for authority. 


Is Passtviry DeTERMINED BY ZONES OR RELATIONSHIP? 


While there seems to be no doubt that pre-genitality develops 
passivity, it would be an error to conclude that erogenous zones 
have a purely passive function. All of them can express activity 
and aggression as well as passive intaking. The mouth, for exam 
ple, not only sucks but bites, chews, enunciates obscenity, curses, 
and orates. The anal zone and the vagina can express aggressive 
impulses. The clitoris, which is customarily regarded as the penis 
in masturbation fantasies, can, as Helene Deutsch" points out, be 
the executive organ of passive masturbation fantasies. Con- 
versely, the penis can have passive significance. Ives Hendrick" 
reported the case of a man who had fantasies that his penis was a 
little sucking mouth. Apparently, passivity resides, not in the 
erogenous zones, but in their relationship and their use with the 
original love object. 

Wuat Is THE Roie or Recression in Passivity ? 

Regression, which is a turning back to earlier levels and zones of 
gratification was looked upon by Fenichel"* as the most passive of 
all defenses. When reality is more than the ego can master, re- 
gression is almost universal. The Hollywood stereotype repre- 
sents the frustrated lover regressing to the bottle. A young man 
whose fiancee was killed in an auto crash carried her body into a 
hotel and then went into a cataleptic state in which he made suck- 
ing movements and behaved like a baby. Yet regression does not, 
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as in the case of repression, abolish activity; it returns to earlier 
forms of activity. Schizophrenic soiling, smearing and obscenity 
are regressive but are also active. The extent to which reality 
overwhelms the ego could be regarded as an index of ego weakness 
and the extent to which it can master reality, is the measure of ego 
strength. 

Kardiner” suggests that complete passivity permits the world 
to overwhelm the subject. Nowhere is this passivity more clearly 
illustrated than in the catatonic, with his waxy flexibility, or in the 
passive automatism of schizophrenia. The ego that is strong is not 
only capable of flexible exchange of passive and active roles but 
utilizes both in the overcoming of frustration. This task often de- 
mands as much waiting as fighting. The strong ego can tolerate 
frustration without enjoying it or surrendering to it, whereas the 
impatient ego can tolerate no frustration, because it is all too apt 
to surrender to it. 

The surrender to frustration is often accompanied by masochis- 
tic enjoyment. Going back into the early childhood of the maso- 
chist, one is confronted by traumatic events which the child’s ego 
was too weak to master. Yet, without frustration, there is no ego 
strength, either in individuals or cultures. Their capacity to sur- 
mount the frustration of ill health, and to turn passivity into adap- 
tation, is illustrated by the creative achievement of Descartes, Dar- 
win, Stevenson, Heine, Mozart and a host of others. It is a sad 
lesson that no civilization has thus far learned the law, disregard 
of which operates in the decline of all cultures, that only by sur- 
mounting and enduring frustration is strength of ego achieved. 


When by our machines we remove all frustrations, we can escape 
the fate of passive security and satiated materialism only by reach- 
ing for spiritual goals. 


Masochism, passivity and femininity are terms so commonly in- 
termingled in psychoanalytic literature that it behooves us to ex- 
amine their relationship. The greatest confusion abounds here. 
Woman, says Helene Deutsch, attempts to derive pleasure from a 
narcissistically painful situation. But the greatest passivity and 
masochism are to be found in women who are convinced that fem- 
ininity is an illness. It may be true that woman’s constitution and 
the nature of her ego provide for less muscular energy than in 
man, hence she may be more submissive and passive. She has 
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grappled with reality in a less aggressive, adventurous fashion 
than man, but her ego triumphantly asserts itself in childbirth, 
which requires energy and fortitude, and is no passive phenome- 
non. Mothers of many children, because of responsibility and the 
perpetual challenge to their resourcefulness and initiative, are far 
from being submissive creatures. At no other time is the female 
so aggressive as in the defense of her young. The passivity of the 
mature woman can be overestimated if she is measured by the 
“baby doll” who is merely the plaything of man. Not that the ex- 
perience of motherhood can transform by itself an apathetic ado 
lescent girl into a capable mother; more often such a girl expresses 
a need for her mother. Woman, like man, must grow out of her 
pre-genital stage of dependence before she can escape the passivity 
of a weak ego. Comparatively strong oral and anal components in 
her sexuality presuppose comparatively greater passivity, but 
much of the nineteenth century passivity of woman was culturally, 
not physiologically, determined. We live in an age of women doc- 
tors, judges, senators, ambassadors and Olympic champions, in an 
age of matriarchs and “momism.” Hence we must cease to regard 
woman as the frail, delicate plant which man wanted her to be. 
Her aggressive, active, creative urges are, however, more smoothly 
effected when her passive, reproductive needs are satisfied, 

Miiller Braunschweig” believes the most pronounced masochistic 
and passive attitude in the infantile femininity of the little girl is 
due to the unconscious knowledge of the passive role of the vagina; 
and Helene Deutsch** declares that the truly passive feminine atti- 
tude of the vagina is based on oral sucking. The little girl’s fem- 
inine longings to have a baby by father are no threat to her, pro 
vided that they are not suppressed by guilt and ridicule. When 
the functions of menstruation, pregnancy and childbirth are asso- 
ciated with anxiety, we find masculinity and tomboyishness adopted 
as a defense. Annie Reich’ finds that extreme submissiveness is a 
perversion in both men and women, and based on regression to oral 
and anal tendencies. There is enough evidence to indicate that 
both male and female homosexuality is an arrest of development, 
and an oral fixation of the child to the mother. In the mannish 
Lesbian as in the male homosexual, aggressiveness or the lack of 
it is not based upon hormones, but is actually a defense against 
deep passive oral needs, regressively intensified by a flight from 
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biological responsibility and maturity. Seldom does female homo- 
sexuality develop in a girl whose mother has been happily adjusted 
to her own femininity. Underlying both male and female types of 
homosexuals is the castration anxiety—the fear of biological re- 
sponsibility. The man fears to insert his penis in the dangerous 
vagina, and the woman fears to accept the dangerous penis. Both 
regress to the infantile security of the breast. In both there is an 
infantile, playful, irresponsible attitude toward reality, almost 
never free from infantile jealousy—with hostility to the original 
frustrating, magical mother. Hence male and female homosexuals 
seldom attain leadership except in the immature and make-believe 
world of the theater. Possibly this explains why homosexuality 
seems more pronounced in the decline of culture, when dependence, 
security and comfort are valued more than adventure and self- 
denial. 

No discussion of passivity is complete without some remarks on 
masochism—a subject much written about but still poorly under- 
stood. 

It is paradoxical! that what has been regarded as a glorification 
of pain can be actually a defense against it. A compulsive, maso- 
chistic, orally-fixated singer dreaded all physical pain, including 
that of the dentist’s drill, until he developed enjoyment of the dent- 
ist’s instruments in his mouth. Masochism appears to be a defense 
on the part of the ego, which defies pain, defeat, and humiliation by 
welcoming them. The ego triumphs over its passive helplessness 
by becoming the author and initiator of the painful frustration. 
One depressed, masochistic, little man recalled how he made his 
father’s beatings less threatening and more ridiculous by automati- 
cally taking down his pants as soon as his father returned home in 
the evening. 

Nowhere is it more difficult to decide whether passivity is an ego 
defense mechanism or an instinctual gratification than in the study 
of masochism. The first humiliating episode which stirred intense 
anxiety in the immature and helpless ego becomes srepeated, like 
the anxiety dreams of the traumatic neurotic, to give the ego in- 
creasing mastery of the original trauma. When the ego can use 
aggression as a defense against passivity and passivity as a de- 
fense against aggression, how can one regard the «go as such a 
helpless force against instinct? We must bear in mind that this 





HENRY HARPER HART, M., D. 605 


defensive facility is a function of the unconscious ego, not of that 
part of the ego which judges, perceives, and plans. Masochism is 
a defense set up in an early, helpless, dependent and passive phase 
of the ego’s development, when there was no choice but to submit 
and like it. When reality is too overwhelming, the ego must sub- 
mit passively. The more immature the ego, the closer it is to the 
passive helplessness of the infant. Hence, traumatic episodes in 
early childhood set up masochistic reactions just as punishment by 
the parent is incorporated into the super-ego. The unconscious 
ego is immature, illogical, and less differentiated from instinct it- 
self than the conscious ego. 

To depend passively upon mother and her breast is as instinctual 
as sleep and the following of the line of least resistance. The un- 
conscious ego is ever devoted to the pleasure principle, whereas the 
mature, active ego is devoted to the reality principle. Hence, the 
borderline between id and unconscious ego cannot be drawn. The 
closer we get to immature dependence, the more instinctual is the 
individual’s passivity. The fact that there is an instinctual tend- 
ency to be passive, inert, lazy, and unresponsive to reality, can, 
when it is taken advantage of, lead to the most intense terror as 
the military history of surprise attacks at night has proved. The 
continual vigilance of the wild animal against sudden danger is a 
conquest of the deeper instinct to sleep, to rest, to follow the line 
of least resistance and to brewse on nature’s bounty. 

The masochist seems to have started life with a comfortable, pas- 
sive, magical expectation of an everflowing maternal breast, an ex- 
pectation which is suddenly and ruthlessly disappointed, as in the 
instance of the young mathematician whose case was described in 
this paper. The disillusionment begets paranoid expectation of be- 
trayal and disappointment. Immunity against a repetition of dis- 
appointment is attained by self-administered, homeopathic doses 
of the disappointment. Autarchy, as Bergler and Reik have indi- 
cated, lies at the nucleus of masochism. The masochist wishes to 
control the blows of fate. He gives himself continual and unneces- 
sary lifeboat drills to banish the original trauma of shipwreck. 
This mechanism helps to explain the masochistic nucleus of para- 
noia, in which self-induced disappointment, betrayal, and persecu- 
tion are accompanied by the return to a megalomanic omnipotence 
in union and identification with the magical mother. In paranoia, 
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the narcissistic gratification of being socially condemned for one’s 
own greatness is preferred to the humiliation of being ignored as 
unimportant. Thus the grandiose paranoia of Hitler can be traced 
to his original childhood security as the only, pampered son of a 
magical mother, whom he possessed when his father died, and his 
reluctance to face the subsequent frustrations of reality and of the 
task of self-support. As an artist he was ignored, but he was too 
important to be ignored. He would revenge himself upon fate and 
draw upon himself the hostility of the world—to perish gloriously 
under its impact. 

Tt would be fascinating to work through the relationship among 
paranoia, masochism, homosexuality, and passivity. In all of 
these cases, the restoration of the magical mother with its accom- 
panying narcissistic exaltation seems all-important. The part 
played by the super-ego, however, cannot be ignored because the 
unconscious ego seeks compromise with the super-ego’s inexorable 
demands. By submission to unnecessarily harsh renunciation and 
harsh ordeals, it hopes to win the super-ego’s love. The passive 
surrender to the brutal super-ego is an acting out of the child’s 


helpless passivity before the punishing father or mother, whose 
love it so desperately needs, if it is to survive. Yet, the masochist 
knows little real love and tenderness, only beatings at the hands 
of the magical protector and provider. 


Union with the magical mother in masochism can be illustrated 
by the girl who feels rejected by her actual mother in adolescence 
and who seeks to re-establish the mother-child union by getting 
pregnant by any man who offers his attentions. So precious is 
the mother-child reunion that she is prepared to risk social con- 
demnation for it. Does she passively submit to a harsh super-ego, 
or does she passively regress to the infantile state of accepting 
anything at the hands of a loving person and to the acting out 
of the little girl’s impulse to have an anal baby by father? Where 
girls have been seduced by their fathers, this illegitimacy or pros- 
titution can be explained easily enough as submission to the super- 
ego; but there are also such cases as that of the strict clergyman’s 
daughter, where defiance of, and revenge upon, the father-figure 
complicate this infantile but positive need for love. The ease with 
which these adolescent girls go through their deliveries seems a 
further confirmation of the magical quality of the experience. Cer- 
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tainly the whole experience is as passive as a twilight state and as 
masochistic as martyrdom, yet there is nothing paranoic in its con- 
sequences. A paranoiac may need the narcissistic exaltation of 
martyrdom which the woman experiences in the triumph of birth. 

It cannot be coincidental that paranoia seldom develops in 
women who have been prolific mothers. Hence, we may infer that 
the masochistic gratification of the birth process is compensatory 
enough to the ego, so that it requires no feelings of persecution to 
attain this narcissistic exaltation. The identification in the woman 
of the child with super-ego confirms this theory that masochism 
requires this passive suffering at its hands. Where hate predom- 
inates over love, we may have paranoid reactions even in the 
woman during labor, as in the case of the malicious woman de- 
scribed by Helene Deutsch,” who accused her husband of having 
done this to her. 

PassiIviry AND THE Super-lco 

The super-ego is the introjected parent, and his precepts, to 
which the ego always feels some subservience. If the parent has 
been harsh and exacting, the relations to the super-ego may be ex- 
tremely masochistic, as in the pervert, the criminal, the compulsive 
neuroti¢, and the psychopath. The masochist repeats the passive 
surrender to his brutal super-ego, thereby deriving some of the 
original security which came from reconciliation with, and atone- 
ment to, the brutal parent. In the case of one unmarried mother, 
an adolescent girl, who deeply resented her cold mother’s prefer- 
ence for her sister and her faithless father’s philandering, the 
union of mother and child gave her in this disguised form a moth- 
er’s love and an incestuous union with her father, with retaliation 
against the actual mother and self-punishment for her incest wish. 
Self-destructive, neurotic compromises of id and super-ego show 
themselves in such an illegitimate pregnancy as they do in the neu- 
rotic symptom of the biphasic dream and in the alternation of ex- 
altation and depression of the manic-depressive. 

We speak of strong and weak egos as well as strong and weak 
super-egos, but our definition of a strong super-ego is less exact 
than that of the weak one. Some would define it as inexorable in 
its demands for perfection, self-punishment and other masochistic 
tendencies. Others would define a strong super-ego as one that 
imposes habits of self-discipline and practical adaptation to real- 
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ity, with prevention of unnecessary frustration. Analysis makes 
the super-ego more realistic, in inducing the need for self-discipline 
to attain pleasure in reality-mastery. A greater harmony between 
ego and super-ego is obtained part passu with a greater harmony 
with the real parent. 

The compulsive neurotic seems to be comparatively successful 
in introjecting his super-ego, bringing it a little more in harmony 
with the ego, not only in deriving pleasure from the compulsion 
but in avoiding the necessity of projecting the dictates of the 
super-ego upon a hostile world—as in the paranoid, and in the ego- 
disintegration of the schizophrenic, to whom the super-ego speaks 
in the form of auditory hallucinations. We can turn to the Schre- 
ber case to see how necessary was the narcissistic union with God 
to compensate for the humiliation of masochistic surrender. Are 
we not justified in seeing woman’s masochistic experience of child- 
birth compensated for by the creation of a child? The secret of 
her happy solution is creativity; and, in this regard, analytic ex- 
perience points to the reduction of paranoid, self-defeating maso- 
chism, through ability to sublimate in the narcissistically-gratify- 
ing process of art and science at the command of a more reasonable 
super-ego, 

Simmel” notes that in passive feminine masochism, the ego sub- 
mits to the super-ego as the mother does to the father. However, 
in many masochists, it is the maternal introjection in the super-ego 
that is more inexorable than the paternal. In our present culture, 
there are many young women who show excessive aggression to- 
ward men and corresponding infantile submission to the mother at 
the expense of deeper feminine gratifications. This situation can 
be traced to an atonement for, and defense against, the unconscious 
incest wish for a child by the father. Many of these women need 
to control or depreciate the man. This is not only to satisfy the ma- 
ternal super-ego in an identification with the mother; the displace- 
ment of the woman’s aggression from the frustrating, castrating 
mother, upon the man also reduces the danger of the incestuous 
temptation. An aggressive, intellectual, young poetess sought in 
her relations with men to find weak spots, as if to say that “it is 
not in me, that the defect exists but in you.” And her intellectual 
fencing with men had a phallic meaning, protecting her against a 
fear that if she ever submitted to a man sufficiently to experience 
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an orgasm, she would lose all sense of identity, all self-direction 
and control. Schizophrenic women manifest this aggressive, con- 
trolling defense. This young woman’s mother had so repudiated 
her femininity that she had been unable to suckle her two daugh- 
ters, had been frigid with her husband and had lost no opportunity 
to depreciate men and to tell her daughter about the suffering she 
endured in coitus. Before this mother-figure, the girl regressed 
to the helplessness of the little girl; and, after every romance with 
a man, she sought her mother’s approval as atonement. Homosex- 
ual dreams of coitus with her mother and mother-substitutes ac- 
companied her aggressive relations with passive and homosexual 
men. One deep attachment to a male homosexual, who was impo 
tent with her, seemed to be a compromise with the mother-figure 
and gave her less fear of submission to men. Gradual emancipa- 
tion from her maternal super-ego, with decreasing passivity, 
brought her not only to a decrease in frigidity but to a removal of 
her constipation and a reduction in her menstrual cramps, over 
which she had received a great deal of attention from mother. 


THOUGHT AND PASSIVITY 


One characteristic of all passive persons is an unwillingness to 
think. That is why thinkers who challenged the stupidities and 
injustices of their day were persecuted or put to death, like Socra- 
tes, Jesus, or Giordano Bruno, or were excommunicated like Spin- 
oza. Yet, it is the thinker of his period who changes his culture; 
and as we well know, people don’t want to be changed—upon this 
fact have flourished all the despotisms of the past. Thus, thinking 
is the very antithesis of passivity—-action which makes many ac- 
tions unnecessary. It enables what freedom we can achieve against 
the super-ego. It facilitates adaptation by widening the range of 
choice. Though used as a defense against intolerable anxiety and 
guilt, it carries the means of its own correction in incessant test- 
ing of one’s own conclusions. When routine procedures fail, we 
are forced to think. Hence, thinking is the antithesis of automat- 
ism. Perception, which comes more often than not in the apparent 
passivity of contemplation, is actually an exceedingly active pro- 
cess, leading to the creation of the new. It is the spontaneous and 
well-timed interpretation of the psychoanalyst that enables the pa- 
tient in the working-through period to gradually overcome his 
passivity. 
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In conclusion, the present reflections on passivity can be sum- 
marized as follows: 

1. Passivity is a relative absence of activity and represents one 
phase of biological adaptation which includes the biphasie process 
of activity and repose. 

2. When passivity is adaptive and recuperative, it is healthy; 
when it impairs adaptation, it is unhealthy. 

3. Factors conditioning the degree of passivity of the individual 
include the constitutional, hereditary, and endocrinological. 

4. Passivity is both an instinctual drive, in following the line 
of least resistance, and a defense mechanism at the disposal of the 
unconscious ego. 

5. The ultimate passivity is death and decay—with return to a 
simpler molecular structure, 

6. From an ontogenetic point of view, passivity is greatest in 
the early oral stage of ego and libido development when depend- 
ence on the mother’s breast is necessary for life. 

7. Hence, the most potent factor in life-long conditioning to 
passivity is prolonged dependence on the mother or mother-sub- 
stitutes. 

8. Passivity incurred in the analytic process is traceable to par- 
tial regression; to a re-living of the period of oral dependence, 
acted out in the transference to the analyst. 

9. Passivity can operate as a defense against aggressive im- 
pulses, and the latter can operate as a defense against the fear of 
passivity. 

10, Habit and automatism express the tendency to passivity in- 
herent in the law of the line of least resistance. Thought, the anti- 
thesis of automatism, is, therefore, the antithesis of passivity. 

11. Erogenous zones are not specifically passive but can, in 
passive relations with others, become the focus of passive wishes. 

2. Woman’s passivity is only phasic and introductory, since 
her more important biological satisfactions are active and creative. 

13, Any event or illness which withdraws the libido from mus- 
cular activity to the viscera and gastro-intestinal tract tends to in- 
crease the individual’s passivity. 

14. Masochism is not identical with passivity but is often an 
ego-defense against the intolerable anxiety of an earlier helpless 
situation; this defense operates by homeopathic immunizing doses 
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of frustration and self-defeat, designed to create autarchic inde- 
pendence of frustration. 


15. Masochism represents the desperate attempt of the infan- 
tile, weak ego to win the love of the introjected parent at any cost. 


Oakledge, Goodhill Road 
R. F. D. 2, 
Southbury, Conn. 
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ADMINISTRATIVE ECONOMY ON A STATE HOSPITAL WARD 


BY JOSEPH ROBERT COWEN, M., D. 


This is a report of an experiment in the administration of the 
convalescent ward, male admission division, Spring Grove State 
Hospital, Catonsville, Md., during the period, December 1951 to 
February 1953. 

THe Problem 


The male admission division consisted of wards D (acute), E 
(convalescent), and F (semi-acute), each with a rated capacity of 
45 beds. The rate of admission to the division varied from 35 to 
50 a month, and the clinical syndromes seen included almost every 
diagnostic category in all phases of exacerbation. Patients were 
received on E ward from both D and F wards in varying stages of 
remission. The variables which determined the stage of remission 
in which a patient reached E were the type of illness, the thera- 
peutic plan, and the degree of overcrowding on D and F. D and F 
were locked wards, while the doors on E were closed only at night. 
Patients could be discharged from the hospital or transferred to 
other hospital divisions from any of the three; it was, however, 
preferred practice to send them through E ward for disposition. 

The patient population of E ward in December 1951 was com- 
posed of 17 admission cases, 13 convalescent cases, and 15 con- 
tinued care cases. An admission case is defined here as one with 
less than eight weeks of hospitalization, a convalescent case as one 
with more than eight weeks but less than one year of hospitaliza- 
tion, and a continued care case as one with more than one year of 
hospitalization. Of the admission and convalescent cases, many 
had recently received, or were still receiving, electric convulsive or 
subcoma insulin treatment. 

There were four attendants assigned to E ward to cover 
the three shifts of each 24-hour period; consequently, with 
occasional exceptions, only one attendant worked on a shift. Ro- 
tation through the shifts was infrequent, but changes of individuals 
were fairly common. The personnel were either novices or, if ex- 
perienced, poorly trained in clinical psychiatry. 


The administrative tasks of the E ward physician were: (1) to 
follow the patients’ clinical progress, through personal observation 
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and reports of the ward personnel; (2) to formulate, with the pa- 
tients, such therapeutic endeavors as occupational therapy, recrea- 
tion therapy, music therapy, visits home, and contacts with social 
service; (3) to maintain contact with other hospital departments 
concerned with the care and treatment of the patient; (4) to attend 
to necessary correspondence for patients (filling out insurance 
forms, writing to employers, etc.) and to maintain contact with 
their relatives through letters, telephone calls, and personal inter- 
views; (5) to do psychotherapy as indicated and feasible within the 
hospital’s limitations; (6) to care for physically ill patients person- 
ally, or to refer them to the proper medical or surgical consultant; 
(7) to formulate, with the ward personnel, psychiatric attitudes to 
be used with particular patients; (8) to give the ward personnel 
knowledge of the histories and nature of the illnesses of the pa- 
tients with whom they were working; and (9) to teach the ward per- 
sonnel some salient features of clinical psychiatry in order to en- 
able them to function better as auxiliary observers for the ward 
physician. 

To accomplish these tasks the physician on EF ward had 15 hours 
a week available. 

The physicians who had been responsible for K ward before the 
writer’s assignment had used administrative techniques which had 
taken up the available time with scheduled and/or haphazard ward 
rounds, individual or group conferences with ward personnel, and 
interviews with individual patients. 

The 15 continued care patients who were on FE ward in December 
1951 had accumulated because of the unavoidable neglect that was 
due directly to the lack of time which previous physicians could ex- 
pend on them. These continued care cases interfered with the ef- 
ficiency of the entire male admission division, where their 15 beds 
were in urgent demand. Investigation demonstrated that the pre- 
viously-used administrative methods were not fully utilizing the 
potential time and talents of, or giving adequate instruction to, the 
ward personnel, and that these methods operated to restrict fur- 
ther the duration, and/or frequency, of direct patient-physician 
contacts. 


Such results were to be expected if the total administrative task 
of the physician was attempted on an individual-patient basis, 
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since calculation reveals that an expenditure of only 18 minutes a 
person a week was possible. 

Experience had indicated to this observer that the average mini- 
mum time needed to give minimum care in a state hospital to the 
various categories of patients, as they are here defined, was an 
hour a week for the admission case, half an hour a week for the con- 
valescent case, and a quarter-hour a week for the continued care 
case.” Previous experience, and evaluation of the situation in De- 
cember 1951, indicated that the E ward personnel would require a 
minimum of three and one-half hours a week of time devoted exclu- 
sively to administrative efforts with them. It was calculated that 
to administer the December 1951 patient and personnel popula- 
tion of EK ward would require at the least 30 and three-quarters 
hours a week of the ward physician’s time—based on the minimum 
estimates of needs given here—and the ward physician had less 
than half that time available. 


Tue ExperRIMENT 


An experiment was devised in an attempt to meet the problem. 
The E ward patient population was divided into approximately 
equal groups—they averaged six patients each. In respect to stage 
of hospitalization, both homogeneous and heterogeneous groups 
were formed. Each met once a week. The names of the patients 
in each group, a calender showing for the entire month the date and 
time that each group would meet, and the general rules of the 
ward’s group administrative system were posted on a bulletin 
board. In essence, the rules were that it was the patient’s respon- 
sibility to attend the meetings, that he could, however, leave when 
he wished, that business with the ward physician could be trans- 
acted only during the meetings, and that the meetings could last a 
maximum of one and one-half hours. When a new patient came to 
ward, it was the personnel’s duty to instruct him in the ward 
group system. 

Group meetings were held at such times that both day-shift and 
afternoon-shift ward personnel were utilized. About an hour be- 

*On the basis of clinical experience with various syndromes, the reader might object 
to the time allotments. It should be remembered that this is an estimate of total time 
used in management. Obviously a case can nove from one time category to another on 
the basis of length of hospitalization, and/or change of mental status, and/or activation 


with other hospital departments, ete. Further, as the situation demands, time allotted to 
patients may be used to augment time devoted to work with personnel. 
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fore a group meeting, a ward worker went to the record room and 
obtained the clinical records of the patients who were to attend. 
The ward personnel then read the records. The ward physician 
arrived half an hour before the meeting for discussions with the 
ward personnel. The order book, referral blanks, ete., were brought 
to the meetings so that when decisions were reached, orders could 
be written immediately. 

It was indicated to each group that the direction of the meetings 
would be toward discussions of current problems and explorations 
of better methods of handling them, but that the time could be used 
for whatever purposes the patients desired. Consequently, differ- 
ent groups created different types of meetings. When a new pa- 
tient came to the group, a frequent occurrence, he was introduced 
and then.routinely was asked two questions by the physician: 1. Do 
you have any questions about the group system? 2. Could you tell 
us something about yourself, so that we can get to know each other? 

If, in the opinion of the attendant staff, it was advisable, the 
ward physician would see a patient at a time other than his ap- 
pointed group meeting. 


Resu.ts 


In terms of following a patient’s clinical progress the efficiency 
of this ward group administrative system can be reported as ex- 
cellent.* Since each patient was observed and discussed once a 
week, determination of such matters as his clinical status, his need 
for ancillary hospital services, and his readiness for discharge was 
facilitated. 

With the group system there was no further stagnation of con- 
tinued care cases on E ward. Of the original 15, five left the hos- 
pital through the exclusive agency of working in the ward groups, 
three left through the combined efforts of the social service depart- 
ment and the ward groups, and seven were transferred to the 
chronic division of the hospital. 

The group system achieved remarkable results in the instruction 
of ward personnel. In illustration, the following incident is given. 
For several days, a nurse tended to act out her hostility toward a 
young man suffering with a personality trait disturbance. On the 
day the patient was to have his first group meeting, she read his 


“Colleagues in this hospital who have tried modifications of this method have reported 
similar results. 
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history and exclaimed, “My God, no wonder he acts this way. Have 
you read this mess he was born into?” Following this, she was 
able to assume a more appropriate attitude. A ward worker— 
after reading the histories and sitting in on the meetings—fre- 
quently made a statement to the effect that “I feel like I under- 
stand these people a little better. Like maybe at night they’ll be 
wandering around and come and ask me something. Used to be 
that I just sort of brushed them off, but now I feel like I can talk 
to them. Anyway, I can always tell them to wait until the next 
group meeting.” Although the attendants were encouraged to par- 
ticipate in the meeting, it is to be noted that they usually assumed 
the role of observers. In the conference preceding the meeting 
they asked many thoughtful questions and, as time passed, several 
became rather astute clinical observers. 

Some reactions to the group system seen from the patient’s point 
of view, are illustrated in these quotations from an editorial en- 
titled “When Do You See Your Doctor or the E Ward Way” which 
appeared in the March 1952 issue of The Springboard, the patient’s 
newspaper. 

“In these small groups—more intimate at least than one big ward 
meeting—each patient gets a chance to tell the doctor just how 
things are going. . . . Permissions at these meetings are not just 
talked about. Here they are discussed, decisions are reached, and 
orders are written down, signed, and sealed. . . . It used to be dif- 
ficult to get your doctor to get permission to do this or that. . 
Now this is no longer so for everyone gets to see the doctor for at 
least an hour every week and the time and place of the meeting is 
clearly posted where everyone can see it.” 

Patients, singly and collectively, frequently expressed their feel- 
ings that they had been helped through the group discussions, that 
they were not forgotten “in this big place,” and that they did not 
like the weekly interval between meetings. 

A distinct drive was seen on the part of patients on wards D and 
F to get into the group meetings on E ward.* It was observed 
that patients who relapsed and had to be sent back to wards D and 
F frequently requested, “Can I come back for my regular group 
meeting?” Attachment to the group was often of such strength 

*During the time that E ward was an open ward, this desire to enter the groups was, 


in some instances, a thin disguise for other motives; however, it should be noted that 
this wish continued even after E ward became a closed ward. 
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that patients returned for a meeting after having been discharged 
from the hospital. In telephone conversation which followed their 
discharge, patients usually inquired about the “old group.” 

Clearly, many inferences can be drawn from these observations 
but it will be ventured only that the group system seemed to oper- 
ate to meet the patients’ needs for a defined social milieu where 
they were accepted, for orientation as to space and time, and for 
some type of consistent behavior from an authority figure. Since 
these and other needs of the patients were reflections of a variety 
of psychopathological states, it was to be expected—and it so de- 
veloped—that multiple behavior reactions would emerge as the pa- 
tient attempted to integrate the need-fulfilling aspects and the nec- 
essary frustration of the group system. 


LIMITATIONS 

The successful application of this technique of ward group ad- 
ministration proved to be limited. This would be expected on the 
basis of the estimated time needs for different categories of cases. 
Further, it would be expected that various psychopathological con- 
ditions would limit the application of the technique, either by vir- 
tue of the nature of these conditions or through the expansion or 
shrinkage of the work task te-be accomplished. 

A mathematical representation of the rationale of this experi- 
ment can illustrate some of its results and limitations, and serve as 
a guide to future operations. The following expresses, in minutes, 
the ratio: 


Estimated Time, to Give Minimum Care with Individual! Interviews 





Scheduled Time to Give Minimum Care Under the Group System 


The formula is: 
Ax+By-+-Cz+-D 


(E) (F) (G) 

where : 

A is the time, in minutes per week, which a clinician estimates to be the 
total necessary minimum for administration of an admission case 
(60 minutes). 

Bis the time, in minutes per week, which a clinician estimates to be the 
total necessary minimum for administration of a convalescent case 
(30 minutes). a 

Cis the time, in minutes per week, which a clinician estimates to be the 
total necessary minimum for administration of a continued care 
case (15 minutes). 
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Dis the time, in minutes per week, which a clinician estimates to be the 
total necessary minimum to work exclusively with the ward per- 
sonnel of a particular group, ward, division, ete. (30 minutes a 
session ). 
is the number of group meetings, scheduled per week per group (usu- 
ally one). 
is the number of groups into which the ward, division, ete., has been di- 
vided (equal to unity when calculating for one group). 
is the time, in minutes per week, scheduled for each group meeting, 
plus the time alloted for work exclusively with the ward personnel 
in conjunction with each group meeting (90 minutes plus 30 
minutes). 
is the number of admission cases in a group, ward, division, etc. 
is the number of convalescent cases in a group, ward, division, ete. 
is the number of continued care cases in a group, ward, division, etc. 
Since six was the average number of patients in a group during 
this experiment, if, in the formula, A, B, C, EK, and G be varied as 
previously stated, D be arbitrarily fixed at an average of 30, and 
x, y and z be varied by increments of 2, an illuminating table is 
derived, (I, for a single group is 1.) 
Table 


Ratio 





Thus the application of this group technique to admission cases 
only is an attempt to achieve a yield of 3.25 minutes work with an 
expenditure of 1 minute. This proved to be impossible. Experi- 
ence shows that absolute failure occurs at ratios greater than 
2.75:1.* The psychopathological correlate of failure at this ratio 


*From September 1952 to February 1953 there was opportunity to test the limits of 
this experiment, and to observe its progressive failure. The admission rate to the male 
admission division was rising and admission cases were often sent to E ward after a 
week or less of hospitalization. As time passed the proportion of admission cases on E 
ward increased continually and, by December 1952, it became necessary to convert from 
an unlocked to a locked ward, 
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was the excessive number of patients in the group with hallucina- 
tions, gradations of retardation, gradations of disorientation, agi- 
tation, and intense anxiety, which either spontaneously disrupted 
the meeting entirely, or else mitigated against the formation of 
even a rudimentary group structure. Further, these psychopatho- 
logical states sometimes prevented a patient from assuming the re- 
sponsibility of attending the meeting and often caused a precipit- 
ous exit from the meeting. 

Below the ratios of absolute failure, experience with groups com- 
posed of mixed admission and convalescent cases demonstrated 
that this method accomplished all the given tasks effectively at 
time-saving yields of 1.75:1 to 2.75:1.* 

Completely mixed groups proved to be equally feasible. As a 
matter of fact, the continued care patient usually showed more re- 
sponse in these groups, since he attempted to identify with the ad- 
mission and convalescent cases in their struggles to return to the 
society outside the hospital. In turn, he usually received help and 
encouragement from them. 


On the basis of the time estimates, a low time-yield was to be ex- 


pected with groups composed exclusively of continued care cases. 
In practice, the following predominant and repetitive phenomena 
unexpectedly lent validity to this expectation. Either the with- 
drawn character of the groups resulted in total silence, or a single 
patient monopolized or disrupted a meeting. These factors often 
resulted in premature adjournment.** It sometimes happened, too, 
that entire meetings were spent in conversation with (or talk di- 
rected at) a single patient, with other patients mute (observers?).t 
These observations seem to indicate that in dealing with groups 
composed entirely of continued care patients, modifications of this 
technique in the form of changed frequency of meetings, and/or an 
increased number of patients per group, or changed goals, ete., 
should be introduced, 


*An additional experience from July 1, 1953 to October 1, 1953 with a ward of 30 
female admission and convalescent cases gave similar results. 

**In organization planning such as this, time not used for its scheduled purpose must 
be considered lost. 

tAlthough such a meeting gives the clinician opportunity to observe other patients 
simultaneously, it cannot claim any significant gain in relative efficiency, in terms of 
time, over many other methods. This and the preceding footnotes are equally applicable 
to the groups made up entirely of new admissions. 
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Discussion 


This paper reports an experiment in expedient, rather than ideal, 
psychiatric care. The problem of E ward is not unique. There are 
several thousand physicians practising in several hundred state 
psychiatric hospitals as those hospitals are, and not as they should 
be. As the hospitals are, they present staggering problems in terms 
of the ratio between patient population and personnel. Drastic re- 
lief through change in either variable is unlikely. Although the 
words “patient population” and “personnel” may represent varied 
concepts, they always represent finite quantities of time—-on the 
one hand, time needed, and, on the other, time available. Under 
these conditions, it would seem that the physician practising in a 
state hospital must act expeditiously to increase his relative effi- 
ciency. This paper reports one such experimental approach. 


Spring Grove State Hospital 
Baltimore 28, Md. 











EMOTIONAL FACTORS IN NAUSEA AND VOMITING OF PREGNANCY* 


BY SIDNEY ROSEN, M. D. 
INTRODUCTION 


Nausea and vomiting are among the commonest physiological 
symptoms of pregnancy and yet there is no agreement either 
among obstetricians or psychiatrists concerning their cause or sig- 
nificance. 

In this paper, the etiological factors involved in the more severe 
cases, known as hyperemesis gravidarum, as well as the mild 
to moderate cases, which are commonly designated as morning 
sickness, will be studied, 


OrGANIcC THEORIES 


What are the factors involved in the production of nausea and 
vomiting of pregnancy? In a search for an organic culprit, there 
has been a considerable amount of speculation and investigation.” * 
As a result, Hughes and Martin’ believe that the symptoms are 
caused by isoagglutinins, as in erythroblastosis. Peckham‘ blames 
the contamination of the mother’s blood by loose chorionic villi, 
Veit’ is quoted as postulating that a placental syncytiotoxin acts 
directly on the vomiting center, while others consider that hepatic 
damage indicates a primarily toxic causation.” All known hor. 
mones have been implicated. For example, even before the present 
adrenal cortex “boom,” it was noted that the adrenal cortex nor- 


mally hypertrophies during pregnancy,** but is atrophic in some 
fatal cases of hyperemesis gravidarum.’ Finch"*°® feels that vom- 
iting is caused by allergy to the corpus luteum of pregnancy. 


A number of the changes noted might be considered secondary to 
the vomiting. In any case, no one theory has been sufficiently vali- 
dated and accepted as yet. As would be expected, the reportedly 
successful treatments are even more numerous than those for 
warts. They include intravenous procaine, vitamin B-6, estrogens, 
corpus luteum extracts for desensitization,” diethylstilbestrol, 
nicotinic and ascorbic acids, pyridoxine, nidoxital, adrenal cortex 
extract, dramamine,” and chlorpromazine. 

“Read at the Upstate Interhospital Conference of the New York State Department of 
Mental Hygiene, Syracuse Psychopathic Hospital, April 1952. 


OCTOBER-—1955-——¥ 
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PsyCHOLOGICAL THEORIES 


From the psychological side, nausea and vomiting have been con- 
sidered an unconscious manifestation of oral rejection of the 
fetus,’* a repudiation of femininity,” self-punishment,’* and pun- 
ishment of the father. Less specifically, they have been thought to 
spring from anxiety or fear.’’** In 1,000 cases, Bertling’’ showed 
a 68.5 per cent correlation between nausea and vomiting and dys- 
menorrhea and felt that both have a psychic basis. Attempts to 
produce nausea and vomiting in pregnant animals have been un- 
successful.” 

Read” feels, “Pregnancy means morning sickness to some women 
and the knowledge of that state acts as a conditioned reflex.” Along 
this line, Margaret Mead** emphasizes, “Nausea and vomiting may 
be a sign of rejection of the newly-conceived child, but in a society 
like our own, where every expectation is keyed to morning sickness 
and a woman’s friends immediately begin setting the stage for 
how terribly she is going to feel, any simple hypothesis that nausea 
indicates an unconscious rejection of the child is probably barred 
out.” 

In support of this cultural emphasis, it has been reported that 
there are fewer cases of hyperemesis gravidarum in Germany and 
England than in the United States and France.” In the Orient it 
is said to be practically unknown except in industrial Japan.” 

Several authors have indicated that nausea and vomiting appear 
to be more severe in neurotically predisposed women.’® *** Hyper- 
emesis certainly responds to many psychological and pseudo-psy- 
chological treatments. For example, clyses and infusions in all 
limbs, or duodenal tube feedings are advocated. As one author 
wrote, “Use a little psychotherapy and a pretty large duodenal 
tube.” Parks et al., advise, “Send them home to their mothers.’”™ 
Others advise giving a woman a quiet room to herself without an 
emesis basin.” Kroger and DeLee” and Hesseltine’ report good 
results with hypnosis. Hesseltine*® also reports using sterile 
hypos, with results comparable to results with pyridoxine. 

In the writer’s survey of the literature, he was impressed by 
the fact that various psychogenic theories were undoubtedly the 
result of considerable experience on the part of the individual au- 
thors. However, there have been few organized projects to eval- 
uate the psychological factors. An important exception is the mon- 
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ograph by Klein, Potter and Dyke which gives a detailed report on 
27 cases.’ They note that five of the cases who showed no vomiting 
were classified as “stable” and that none of their “unstable” group 
and none of those who strongly rejected their pregnancies were 
free from nausea and vomiting during the first trimester. Yet 
nine of their “stable” patients reported vomiting. 

Is there, then, sufficient evidence for assuming that there is a 
psychological basis for the nausea and vomiting of pregnancy? 
Can purely emotional factors account for the presence of the so 
called “morning sickness” which, according to DeLee and Green 
hill,”” and others” is found in two-thirds of pregnant women and 
is usually limited to the first three or four months of pregnancy?” 
Atlee* asserts: “Only in the second half of pregnancy, when the 
movements of the child no longer permit even the hysterical woman 
to deny the genital location of the changes and sensations, does the 
inclination to vomiting cease.” 

In addition to the universal nature of the symptoms, possibly the 
best single piece of evidence for a purely physiological tendency, is 
the finding that some women give nausea or vomiting as the first 


indication of pregnancy. In Peckham’s series on hyperemesis,* 
there were 10 per cent who began to have nausea and vomiting be- 
fore their first missed periods. In the writer’s series, only 17 of 
those questioned gave reliable information on this point. Of these, 
there were four, all primiparas, in whom nausea and vomiting was 
their first indication of pregnancy. 


Case 12. While an unmarried pre-medical student had slight 
nausea for a month, it stopped when she discovered she was preg- 
nant. She was married when she was four months pregnant. 

Case 13. Nausea and vomiting started nine days after marriage, 
and the wife maintained that she had had no intercourse before 
marriage. 

Case 29. Nausea and vomiting started before the first missed 
period and later became much more severe. 

Case 49. Nausea and vomiting were present for the first two 
months, but the patient did not know she was pregnant until the 
fourth month. 

There are some who point out that many women are aware of 
their time of ovulation; and it is conceivable that they might be 
aware of pregnancy, on a conscious or unconscious level, even be- 
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fore missing a period. But would one not expect multiparas to be 
more adept at this than these four primiparas? 

It seems much more logical to assume that the basis for nausea 
and vomiting is a common physiological change rather than a com- 
mon neurosis. But with this physiological predisposition, why do 
some women have no nausea and vomiting while others die with 
it? Is the severity of symptoms related to emotional factors, as 
some observers have indicated? 


Nature or Stupy 
It has been hoped to learn more by examining the findings in a 
series of 54 women who attended the prenatal clinic at Memorial 
Hospital, Syracuse. They reported a total of 149 pregnancies, in- 
cluding those then present. 


The interviews for the purpose of this inquiry averaged about 
one hour, and most of the patients were seen on one occasion only, 
usually on their first visits to the clinic, in the second or third tri- 
mester. Eleven were seen in the first trimester. Four cases were 
referred to the outpatient department at Syracuse Psychopathic 


Hospital for psychotherapy, and one patient (Case 6) was admitted 
to the Psychopathic Hospital because of a neurotic depression with 
a suicide attempt. The type of material obtained varied in dif- 
ferent cases as there was no search for specific factors and there 
were no preconceived theories. In fact, the inquiry was started 
with the intention of continuing a study on “Relationship of Pre- 
natul Symptoms to Postpartum Psychoses” which had been re- 
ported in 1951 by Harris and Campbell at this conference. None of 
the present patients developed psychoses. All had been inter- 
viewed with inquiry in varying degrees, into their interpersonal re- 
lationships, attitude toward parents and family, sexual and mari- 
tal history, neurotic symptoms, physiological and emotional symp- 
toms during pregnancy, and reactions to marriage and pregnancy. 
All were questioned in detail about nausea and vomiting in their 
present and past pregnancies. 

All the patients seen were economically in the indigent and lower 
income brackets. Intellectually, there was considerable variation, 
with four patients who did not finish grade school, and 12 who had 
some college training. Almost all the others had some high school 
education. 
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MATERIAL 


An attempt was made to evaluate not only the reliability of the 
patients’ statements, but also the presence of any apparently re- 
pressed tendencies, such as hostility or fear. For example, since 
almost every patient described her marriage as happy and con- 
sciously indicated her desire for a child, this expressed attitude 
was considered less important than the background history, the 
sexual history and such less tangible attitude-indicators as the 
emotional reaction when she talked about pregnancy. 

To minimize the influence of personal bias on the part of the 
author, both in the obtaining and reporting of case histories, it was 
felt that examination of groups of extreme cases would be helpful. 
Therefore, the cases were divided into three groups. Group 1 con- 
sisted of 13 cases in which there was an appreciable difference in 
the extent of nausea and vomiting between the first and succeeding 
pregnancies. Group 2 included 23 cases in which there was very 
slight, or no, nausea or vomiting in the present pregnancy. Group 3 
consisted of eight cases of severe nausea and vomiting. 


Group 1. Cases in Which There Was an Appreciable Difference in 
the Extent of Nausea and Vomiting Between the First 
and Succeeding Pregnancies 


Fitzgerald” states that parity per se has no predictable influ- 
ence on the nausea or vomiting of pregnancy although DeLee feels 
that nausea and vomiting tend to diminish with repeated preg- 
nancies. Of the 13 patients in the present series who showed 
marked differences between pregnancies, nausea and vomiting were 
replaced or augmented by other symptoms in several cases. In all 
cases, the intensity of symptoms appeared to be related to the de- 
gree of marital and interpersonal stress to which the patient had 
been subjected. It could be objected that the symptoms might have 
been caused by coincidental physiological changes. But no evi- 
dence of apparent organic conditions was obtained while the emo- 
tional changes were usually obvious, 


Case 15. B.5., aged 20, para 1, gravida 2, an apparently dull 
normal girl, was moderately tense during the interview. She said 
she liked her husband “but did not care for him.” After marriage, 
she observed that he was a heavy drinker. She said her husband’s 
mother had told him that his wife was unfaithful. During her first 
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pregnancy, her husband beat her frequently. She had no nausea 
or vomiting or other symptoms during the pregnancy but after- 
ward had what she calls a “nervous breakdown,” with crying spells, 
severe tremors and faintness. These symptoms cleared after two 
weeks of sedation at home. 

With this second pregnancy, she started to have severe nausea 


and vomiting, with spots before her eyes, one month after her last 


menstrual period. These symptoms persisted throughout the en- 
tire pregnancy (she was seen at eight months) and were accom- 
panied by the same emotional symptoms that she had had after her 
first pregnancy. During this second pregnancy, however, her hus- 
band did not beat her—he just ignored her completely, had an af- 
fair with another woman, and finally left her when she was eight 
months pregnant. She felt, “I guess I didn’t want the baby but 
I’ll have to go through with it now.” 

One may speculate about the absence of symptoms while she was 
being beaten during her first pregnancy. Were they absent be- 
cause the beatings were gratifications of masochistic tendencies? 
Or was the absence related to the observation of several authors— 
that a real external source of tension or danger may temporarily 
stop even severe neurotic symptoms ?™ 

Case 17. M. C., aged 35, para 7, gravida 8, a Negro woman, had 
had nausea and vomiting, hypersensitivity to smells and “funny 
feelings in the chest” through seven pregnancies, which took place 
during a common-law relationship with a childish man who “made 
a lot of noise with a banjo.” This man had deserted her two years 
before the interview. She was casual about this eighth pregnancy. 
This time she had nausea and vomiting only twice, in the second 
trimester, after being told she was pregnant. In the third trimes- 
ter, she had an “over-filled” feeling after meals, and had backaches. 

In the 13 cases in this group, an increase in a patient’s emotional 
security was associated with a decrease in physiological symptoms ; 
and the converse was also true. In several cases, this situation was 
plainly indicated by histories of divorce or separation or desertion. 
In some women exposed to persistent tension, there were changes 
in the physiological and emotional symptomology in succeeding 
pregnancies, but there were no cases where symptoms improved 
while severe interpersonal tension remained. 
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Group 2. Cases with Slight, or No, Nausea or Vomiting in the 
Present Pregnancy 


Included in the category of those with little or no symptomatol- 
ogy were cases with vomiting on less than three occasions or slight 
nausea for less than a week. 

The group was divided into two subgroups: (A) Those who had 
no other symptoms; and (B) those with other symptoms such as 
marked anxiety, worry, or dissociation of affect. 

(A) There were 14 cases without other symptoms. It was noted 
that in every one of these cases the present marital adjustment ap- 
peared good and there was a conscious desire for the child. 

Eight of these patients were considered to be basically stable: 
They were relaxed during the interview, calm, and accepting of the 
pregnancy and had no history of apparent neurotic traits before 
marriage or pregnancy. Their parents’ marriages were described 
as satisfactory and their own childhood adjustments were re- 
ported as happy. 

Case 42. This patient, para 1, gravida 2, aged 24, had had a 


happy childhood with six siblings. She now has a happy marriage 
to a teacher in training. She would like “as large a family as I can 
afford.” 


In the other six patients than those judged basically stable, there 
were histories of childhood stress with non-neurotic adjustment ; 
but all six showed tendencies to withdraw from interpersonal con- 
tacts. As a group they appeared to derive, for various reasons, 
considerable emotional gratification from marriage and pregnancy 
and, for want of a better term, might be considered compensated 
schizoid personalities. 

Case 30 had had a lonely childhood. Her father was an alcoholic. 
She withdrew from interpersonal contacts but obtained pleasure 
from reading, art and music. She married a fellow art student, 
and she and her husband were especially happy when she became 
pregnant, as he had had one of his vasa deferentes tied off and 
had feared he was sterile. 

Case 34, during childhood, had “tried to get to like people,” but 
said “I was never happy till I got married.” 

Thus, patients who did not react with either physiological or 
emotional symptoms were included in the following groups: (1) 
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those who had non-neurotic backgrounds; (2) those with a well- 
compensated schizoid type of makeup, who found more than aver- 
age gratification in marriage and pregnancy. 

One may ask whether there was not some factor related to the 
schizoid makeup which was responsible for schizoid women not re- 
sponding with psychosomatic types of symptoms. Seidenberg and 
Harris” have pointed out the low incidence of physiological symp- 
toms in prenatal patients who later became psychotic. Apfel and 
Rosen” have shown the low incidence of psychosomatic symp- 
toms in different psychotic conditions. The other important factor 
in the schizoid women discussed here was the pleasure which they 
derived from pregnancy. 

(B) There were nine cases with no nausea but other physiologi- 
cal or emotional symptoms. It was noted that all these patients 
had definitely stressful backgrounds, with persisting causes of ten- 
sion, and that they showed neurotic or pre-psychotic tendencies 
even before pregnancy. Their difficulties did not seem to be spe- 
cific for pregnancy. 

Case 22, para 2, gravida 3, was a schizoid, apparently defective 
girl who had reached grade six at the age of 15. She said, “I don’t 
bother with people. You won’t be blamed for things that way.” 
She had married to get away from home where her stepfather’s sis- 
ter was constantly accusing her of “whoring.” She described her- 
self as “nervous,” explaining that she threw dishes and knives dur- 
ing arguments with her husband. She would often stare into space 
or daydream. When upset before her pregnancy, she would some- 
times vomit, yet she had no vomiting during pregnancy. There 
was simply some intensification of her behavioral pattern. Toward 
her pregnancies, she had a matter-of-fact accepting attitude. 

Case 38, para 1, gravida 4. Her mother and father had both been 
unfaithful and had neglected the patient and 14 siblings. There 
was lifelong anxiety and tension. Her marriage was unhappy and 
she had dyspareunia. She was divorced when she was four months 
pregnant, and then discovered her pregnancy. Soon after this dis- 
covery she vomited twice. Her previous anxiety became worse and 
when she was seen by the author at seven months, she was almost 
panicky. She was referred to the mental hygiene clinic with the 
diagnosis of anxiety neurosis. 
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Group 3. Severe Nausea and Vomiting 


In the group with severe nausea and vomiting, were included 
eight cases in which vomiting persisted daily for more than three 
months and cases in which it was present to an incapacitating de- 
gree more than once a day for three months. Only one case re- 
quired hospitalization for hyperemesis. 

Case 6. F. G., a 24-year-old unmarried mother, had a history of 
vomiting under stress which dated back to the age of 15. She dis- 
played an Oedipal attachment to an astounding degree. For ex- 
ample, the father of her child was notable because “everybody says 
he looks just like my father.” Her father was “shell-shocked,” alco- 
holic, and promiscuous, and had deserted her mother. Yet she felt 
he was a “wonderful father.” She had had several affairs with 
men who fitted his description. In the present pregnancy, she had 
made two unsuccessful abortion attempts and was hospitalized at 
seven months, after 20 pounds of weight loss with constant vomit- 
ing. The vomiting was stopped after one feeding under intraven- 
ous sodium amytal and she was referred to the mental hygiene 
clinic. After delivery, she at first rejected her son who looked like 
his father. Then, in about two weeks, she became excessively at- 
tached to him. She had periods of severe depression nightly. She 
vomited daily, and was admitted to the Syracuse Psychopathic 
Hospital after a suicidal attempt. She recovered from this neu- 
rotic depression in a few days. She has received psychotherapy 
for a year and a half. At present she is participating in group 
therapy, symptom free after a stormy course, but is maintaining 
only a precarious balance. 

Case 4. M. R., para 3, gravida 4, interviewed at three months, 
had been vomiting two to three times a day but “felt fine after- 
wards.” Although she was sexually frigid, she said she found in 
marriage, her “first real happiness.” She protested, “I’ve heard 
that vomiting means you don’t want the child. That certainly is 
not true with me. I really think I’m doing my part with four 
babies.” Her dreams indicated that she had a considerable amount 
of repressed hostility. She was anxious to please and was de- 
scribed by the nurses and doctors as “a very nice person.” This 
patient was one of the best examples the writer found of the sex- 
ually immature woman who consciously desires a child but for vari- 
ous unconscious reasons strongly rejects it. 
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Case 29. M. H., aged 20, a primipara who had had an unhappy, 
inhibited childhood, started to have nausea, and began vomiting, 
even before her first missed period; but after the pregnancy was 
diagnosed, she vomited everything she ate, had anorexia and com- 
plained of a film before her eyes. She had severe headaches and 
pains in her left side. At the age of 16 she had married a widower 
of 42 who had 10 children. For four years she had wanted a preg- 
nancy and had received gynecological treatment. She suffered 
from dyspareunia and was frigid. Her husband believed a story, 
spread by one of his sons, that the patient was pregnant by the son 
and told the patient, “I wish both you and the kid were dead.” He 
refused to talk to the patient and claimed she was acting sick only 
to get sympathy. In spite of all this, she rather pathetically wanted 
a child. 

In all of the writer’s cases of severe nausea and vomiting, there 
were obvious indications of emotional stress. Six patients of the 
eight consciously wanted the child very much; but one, Case 11, 
consciously rejected the child, stating, “I don’t want to bring up a 
baby in a family that’s quarreling all the time.” She had nausea 
all day long for two months but no vomiting. These findings do 
not contradict conclusions drawn by others, that the severe vomit- 
ing may be an unconscious mechanism in women who cannot con- 
sciously accept their rejection of pregnancy. 

The 23 cases with moderate nausea and vomiting were not 
studied to such an extent as the others; but it is noted most of 
them had relatively non-neurotic adjustments and did not empha- 
size stressful situations in relating their histories. Thus, one might 
conclude that a moderate amount of nausea and vomiting may be 
seen in women with an average amount of emotional stress. 


SUMMARY 


1. Fifty-four women attending a prenatal clinic were inter- 
viewed by the author and were divided for purposes of analysis 
into three groups: (a) those with considerable variation in nausea 
and vomiting from the first to succeeding pregnancies; (b) those 
with very slight or no nausea and vomiting in the present preg- 
nancy ; and (c) those with severe nausea and vomiting in the pres- 
ent pregnancy. 

2. The extent and degree of nausea and vomiting, and other 
symptoms were correlated with the emotional stress to which the 
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patients were subjected before and during the pregnancy, and with 
their characteristic modes of reaction. 


JONCLUSIONS 


It would be unwise to attempt any definite conclusions with such 
a series of cases but several interesting propositions seem to be 
suggested by the findings. 

1. There is a common physiological stimulus in pregnant women 
which may produce nausea and vomiting, and other physiological 
symptoms. 

2. This physiological stimulus may not be present or effective 
for various reasons. (a) A patient may be stable, happily married 
and desirous of having a child. (b) A patient may have what has 
been designated as a “compensated schizoid character formation.” 
It was noted that such patients derived an especially great amount 
of gratification from marriage and pregnancy ; and this may be one 
reason why they did not develop pre-psychotic or psychosomatic 
reactions. (c) Patients may have other reactions, including severe 
anxiety, which direct the psychic energy away from nausea or vom- 
iting. 

3. The severity of nausea and vomiting, with or without other 
physiological symptoms, seems to be commensurate with the 
amount of stress to which the woman has been subjected. 

4. Severe nausea and vomiting, in the absence of a specific so- 
matic condition, may be considered a reliable indication that the 
patient is under a considerable amount of emotional stress and may 
be unconsciously rejecting the pregnancy. 


5. It is suggested that the use of intravenous amytal, as de- 
scribed by Steckler and Harris* be further investigated in the 
treatment of hyperemesis gravidarum. Intravenous amytal is use- 
ful both in feeding the patient and as an aid to brief psycho- 
therapy. 


Brooklyn State Hospital 
srooklyn, N. Y. 
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INTUITION IV. PRIMAL IMAGES AND PRIMAL JUDGMENT 


BY ERIC BERNE, M. D. 
I. Iwrropuction 


A primal image is the image of an infantile object relationship, 
that is, of the use of the function of an erogenous zone for social 
expression. A primal judgment is the understanding (correct or 
incorrect) of the potentialities of the object relationship repre- 
sented by the image. In the normal adult, under ordinary condi- 
tions, neither the primal image nor the primal judgment comes into 
awareness. Instead, a more or less distant derivative, which is 
called here an intuition, may become conscious, 

Primal images are pre-symbolic representations of interper- 
sonal transactions, whose study leads directly into certain impor- 
tant areas of psychopathology. These images, which have a spe- 
cial quality reminiscent of eidetic images, may be regarded as 
clear and direct representations of the psychophysiological bases 
of another person’s social expression. Primal judgments imply 
an understanding, based on such images, of certain archaic uncon- 
scious attitudes of other people. These attitudes are derived from 
early instinctual vicissitudes and express a deep and persistent 
infantile quality in object relationships. Such “primal” under- 
standings may be selectively influenced by the percipient’s own 


archaic needs and strivings but, nevertheless, appear to reflect ac- 
curately in many cases something in another person’s mode of re- 
lating. As the exposition will necessarily be complex, a clinical 
example may be given at the outset so that the reader will have a 
notion of what is being talked about. 


Belle, a 40-year-old housewife, gradually became aware that her 
relationships with men were somewhat stereotyped. There were 
some whom she mocked in a more or less subtle way, while she 
tormented others. In the course of time, she sensed that her mock- 
ery was the tincture for a feeling of relief, while the cloak of the 
tormentor concealed a sense of danger. One day she recounted 
with a jeering feeling of laughter a conversation with a known ex- 
hibitionist. How droll he would look, she thought, taking off his 
clothes to exhibit his flaccid penis! This was her conception of 
exhibitionism. It brought to mind her thoughts about the thera- 
pist, who was such a flaccid sort of man that he reminded her of 
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her dear old grandmother. But he did not always appear so. Some- 
times he reminded her of her husband, a man as implacable as 
stone, whose tremendous erections frightened her and whom she 
teased cruelly, leading him on sexually until he could hardly con- 
tain his passion, and then at the last moment freezing him out with 
ruthless frigidity. Only the other day she had glanced at the ther- 
apist and thought she could see the conformation of his genitals, 
and had tried to determine if his penis was flabby or erect. She 
used to do the same thing with her father, when she played on his 
lap as a child. 

The men she jeered at did have a flaccid quality, she saw now, 
and it was the virile ones she tormented. External evidence seemed 
to confirm her judgments of some of the men she encountered. She 
began to feel that such judgments, which had previously been un 
conscious, were based on an image of each man’s penis, which had 
also previously been unconscious. Indeed, it turned out later that 
she had been as a child (and still was to some extent) obsessed by 
sexual images. The penis-image reminded her of her husband 
when he took a sunbath. Sometimes he would have an erection, 
and she could not bear the sight. Once he told her a joke about an 
erection, which was so graphic that she could not tolerate the image 
it conjured up, and she became nauseated. “I could see that fel- 
low’s penis right in front of me, hairy, ugly, and raw.” She could 
talk of the vagina in an intellectual way but could not bear to think 
of it as she really pictured it, “a raw red slimy gash.” The image 
terrified her, and she desperately avoided it. ““My images are too 
clear. It frightens me. I just can’t bear to think of it.” Smell 
seemed to play a prominent part in this type of imagery with her, 
as it does in many cases. 

It will be noted that she reacted to her “too clear” images as 
though the organs pictured had special potentialities for her, It 
is such images that the writer proposes to call primal images, and 
such judgments as she made of people, based on these images 
“This man is flaccid (in his potentialities toward me)” and “This 
man is virile (in his potentialities toward me)” 
would term primal judgments. 


that the writer 


Among the earliest psychological phenomena discussed by 
Freud, in connection with one of his very first analytic cases, Mrs. 


Emmy von N.,' he refers almost in passing to “plastic images.” 





636 INTUITION IV, PRIMAL IMAGES AND PRIMAL JUDGMENT 


This is a topic which he did not systematically follow up, although 


he repeatedly mentions it in connection with dreams and wit. These 
images, as they occur in hysterics such as Belle, seem to be closely 
related to, or identical with, primal images. If so, then they are 
also closely related to Jaensch’s eidetic images,’ which seem to have 
many of the descriptive qualities discernible in primal imagery. 
The qualities common to both eidetic images and primal images, 
and which differentiate them from ordinary memory images, are: 
a pseudoperceptual quality; superior clearness, richness, and ac- 
curacy of detail; and more brilliant coloration. All these are pres- 
ent even when the period of exposure is shorter than that usually 
required for a vivid memory image. Although they are both 
“images of hallucinatory clearness,” they can be distinguished from 
hallucinations and pseudo-hallucinations, EKidetic images, like pri- 
mal images, are supposed to exist in other sense-fields besides the 
visual; it is even said that ordinary “images” do not exist at all in 
the field of the lower senses, and that there all past sensory ex- 
periences are revived eidetically. 

Jaensch, however, does not seem to emphasize clearly the dy- 
namic effects of special imagery in influencing interpersonal rela- 
tionships. This is the purpose of the present communication. It 
is pertinent, however, that Fenichel does remark that “eidetic types 
may be designated as perception fixations.” °” Silberer’s “fune- 
tional phenomenon” appears to be a symbolic derivative rather 
than the direct expression of the “primal” phenomena dealt 
with here. Two recent rather comprehensive symposia on percep- 
tion and personality” ® fail to note this particular kind of dynamic 
imagery. A recent article by Smythies" borders on the subject, but 
the nearest thing to a systematic psychodynamic discussion is Fer- 
enezi’s paper “On Obscene Words.”* Several disjointed sentences 
from that work may be quoted as an introduction to the discussion. 

“An obscene word has a peculiar power of compelling the hearer 
to imagine the object it denotes, the sexual organ or function, 
in substantial actuality. . . . These words as such possess the ca- 
pacity of compelling the hearer to revive memory pictures in a 
regressive and hallucinatory manner. . . . The obscene verbal 
images retain as does all repressed material the characters of a 
more primitive type of imagination.” Ferenczi speaks of “a high 
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degree of regressive tendency,” a vivid “mimicry of imagery,” and 
of “primitive” attributes. 

Ferenczi is talking of the evocation of such images by the stimu- 
lus of an obscene word, while the concern here is with their spon- 
taneous activation during the course of an interpersonal relation- 
ship. Ferenezi’s work has recently been reconsidered and enlarged 
upon, primarily from the linguistic point of view, by Stone,’ who 
gives a large number of references, including Bergler’s paper of 
1936; but again the viewpoint is not directly concerned with the 
present problem. Kestenberg’’ also discusses primitive sensory 
experience, with references to the literature. But so far as the 
writer knows, no one has yet systematically discussed the connec- 
tion of such images with judgments of, and subsequent reactions 
to, the people in the environment; that: is, essentially, their rela- 
tionship to intuitive processes. Perhaps Jung," in a nondynamic 
way, comes closest, especially when speaking of “primordial 
images.” 

What will be considered here are the following topies: (1) The 
infantile origins of primal judgments. (2) The pathogenicity of 
primal images. (3) The relationship of primal images and primal 
judgments to intuitive processes. 

But first it is desirable to try to clarify some of the terminology 
which will be employed. The following definitions are taken from 
some of the writer’s preliminary communications on the sub- 
ject.* 18,14 


Il. Precrmrnary CONSIDERATIONS 


Every human being is capable of making judgments by the use 
of functions whose processes are not ordinarily verbalized. In 
practice, judgments of reality are probably made through the inte 
gration of a series of types of cognitive processes. It appears that 
the most important and influential judgments which human beings 
make concerning each other are the products of pre-verbal pro 
cesses—cognition without insight—which function almost auto- 
matically below the level of consciousness. A study of these pro 
cesses demonstrates that the individual can know something with- 
out knowing how he knows it; in fact, he may not even know what 
it is that he knows, but behaves or reacts in a specific way as if his 
actions and reactions were based on something that he knew. ‘To 
go a step further, he may not only be unaware how he made a cer- 
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tain judgment and what the judgment is but he may be unaware 
that he has made a judgment at all. The latter is likely to be the 
situation in what are here called “primal judgments.” 

By judgment is meant an image of reality which affects behavior 
and feelings toward reality. An wage is formed by integrating 
sensory and other impressions with each other and with inner ten- 
sions based on present needs and past experiences. By reality is 
meant the potentialities for interaction of all the energy systems 
in the universe; this implies the past. A judgment concerning one 
person, the agent (corresponding to the communicant), by another, 
the percipient (corresponding to the receiver), is here called a 
diagnosis. Diagnoses are made through the medium of communi- 
cation. Any transfer of energy from without to within an organ- 
ism may be called a communication, provided it is understood by 
the receiver. A communication is understood when it changes the 
distribution of the psychic cathexes in the receiving organism. Any 
change in the psychic cathexes in an organism, such as that brought 
about by a communication, changes its potentialities for action. 
Cathexis refers to the charge of energy on a psychic image, and 
the investment of such an image with feeling and significance. An 
imterpersonal communication is any communication, through any 
modality of energy, between two people. A manifest interpersonal 
communication corresponds to the successfully executed conscious 
intent of the agent, while a latent communication is inadvertent. 
In general, the interpersonal communications considered here are 
direct in time, place, and person, that is, vis-a-vis. 


An intuition is a special kind of diagnosis resulting from archaic 


processes which are subconscious (that is, preconscious and/or un- 
conscious). Intuitions, as consciously perceived, are derivatives 
of primal judgments, which are based on primal images activated 
by latent communications. “Primal” is used in the Freudian sense, 


as in “primal fantasy” and “primal scene.” 


In fact, it is probable 
that many primal images are based on primal scene memories. The 
word carries with it connotations of the archaic infantile psycho- 
logical process, and, indeed, the question at issue here might be 
most succinctly exemplified by the query: “How does an infant 
make a diagnosis and what are his diagnostic categories?” 
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Ill. Inrancy anp CHILDHOOD 


Fenichel describes the perceptions of infants as follows: “The 
first images are large in extent, all enveloping and inexact. ‘hey 
do not consist of elements that are later put together, but rather 
of units, wholes, which only later are recognized as containing dif- 
ferent elements . . . the perceptions of many sense organs over- 
lap. The more primitive senses, especially the kinesthetic sensa- 
tions and the data of depth sensibility prevail . . . the contents 
that are perceived are also different. Hermann called perceptions 
‘which the small child possesses, but which later disappear for in 
ner or external reasons,’ primal perceptions . . . To a greater part 
the characteristics of archaic perception result from its ‘unob- 
jective’ character, its emotional nature. The world is perceived 
according to the instincts as a possible source of satisfaction or as 
a possible threat . . . the primitive experiences are felt as still 
undifferentiated wholes which make their appearance repeat- 
edly.” ? ***) He also states that “the pleasure principle is incom- 
patible with correct judgment.” 

Such ideas concerning the nature of imagery in young children 
can only be inferential, but it is probable that no adult ever sees 
anyone as glorious or as evil as his mother appeared to him during 
his first years, or as splendid or as terrifying as his father, except 
in states of sleep, intoxication, ecstasy, or psychosis. It is likely 
that some of the images of infants are enormously cathected and 
have an uncanny magical immediacy and urgency which the normal 
adult never experiences (cf. R. Spitz’). The representations 
which the normal adult may unearth are the shadows of these 
archaic ones, with the primal cathexes long ago diluted and with- 
drawn to be distributed among derivatives. 

It is safe to infer from the available evidence that the infant’s 
diagnostic categories are based on various aspects of self-interest. 
It is probable, furthermore, that his diagnoses are based on latent 
communications and not on manifest ones. The “friendly” smile 
which is not sincere may give way under his ruthless appraisal. 
He often appears to react to the hidden insincerity rather than to 
the manifested smile. But there are frequent exceptions. For ex- 
ample, his reputed skill in detecting latent communications can be 
beguiled by an appeal to his immediate needs, which may be the 
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sort of thing that disturbs the compatibility of the pleasure prin- 
ciple with correct judgments. 

The infant, as he is observed in his relationships with adults, 
seems adept at divining what lies behind any but the most stable 
defenses and derivatives. As he grows up, he learns to civilize 
these primal judgments and fit them into a cultural framework, and 
his putative awareness of just what he thinks people want from 
him or are likely to do to him becomes obscured. 

Originally, he must see people in a primitive way, relating his 
observations primarily to himself as an organism whose function 
is to survive and get direct satisfaction from his environment. In- 
sofar as his diagnostic capabilities are learned, we may suppose 
that he watches the expressions of the people around him when 
they are disposed toward him in various ways, and learns by some 
kind of experience what various emotional expressions signify for 
his own future. Thus he becomes a judge of other people, such as 
strangers. His judgment is sufficiently refined even during the 
first year so that he can distinguish between people who want to 
hurt him and people who have to hurt him even though they do not 
wish to. For example, he knows that the doctor is going to hurt 
him even before he sees the needle, but he quickly forgives the doe- 
tor after it is over. On the other hand, he bursts into unforgiving 
tears when he sees the mean little boy approaching. 

An infant under six months who was brought to the clinic by his 
mother responded happily to one social worker’s cooing, but burst 
into tears and buried his face in his mother’s breast when another 
tried similar tactics. He responded in the same way to each of 


them on subsequent visits. The child’s “diagnoses” happened to 


correspond to the impressions of those who knew the social work- 
ers well, The first worker was known for the affectionate relation- 
ship which existed between herself and her own children, while the 
second was a spinster whose outward appearance was agreeable 
enough but who was felt by the staff to be unconsciously hostile to 
mothers and to infants. It is noteworthy in this connection that 
some people seem to quaver beneath the appraising stare of a babe 
in arms, just as many do under the diagnostic regard of the unpre- 
dictable, “fool-proof,” and uncontrollable psychiatrist, as if they 
feared in both cases that their defenses and maneuvers would not 
avail to conceal their own primal, exploiting needs. 
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It may be inferred that an infant’s responses to people, especially 
strangers, such as baby-sitters, are based on primal judgments ap- 
propriate to his age, as to whether they threaten his security or 
promise satisfaction for his current needs: in the oral phase, for 
example, “Does this one bring me what I crave?” The schizo- 
phrenic’s judgments often have a similar infantile flavor; this is 
known in one way or another to many skillful therapists, who guide 
their behavior in the treatment accordingly. 


IV. ScHIZOPHRENIA 


A hebephreniec was able to talk about his primal images in some 
detail. He was observed on the ward laughing and muttering to 
himself, completely out of touch with his surroundings. The fol- 
lowing day, however, he had a rather complete remission and was 
able to discuss his thoughts coherently. The psychiatrist, who 
thought he knew what was troubling the patient, inquired: 

“What you saw was intolerable, wasn’t it?” 

Patient: “Yes. It was awful. I couldn’t bear it.” 

Therapist: “It was too close.” 

Patient: “Yes, right in front of me.” 

Therapist: “What was it?” 

Patient: “A woman’s legs around my head, and her vagina right 
up against my mouth.” 

Therapist: “Did you know who it was?” 

Patient: “Yes.” 

The therapist thought it wise not to press the point further. His 
intuition concerning the patient’s primal image about cunnilinctus 
had turned out to be correct, and he did not think it advisable to 
risk disturbing the patient in order to confirm his surmise as to 
the identity of the woman. The patient stated that this was an 
image, and not a vision, and that there had been two other forms 
of the same representation: “a scale model in the corner of the 
room, a man and a woman having intercourse and doing that, like 
a photograph,” and that he “also saw it in my mind sometimes, 
just an image of a man and woman doing that.” But as for what 
had made him smile the day before, “It was those legs being right 
there, right in my face.” 


lar this case, the patient visualized his relationship to an impor- 
# P . ° e4e > 
tant woman in terms of the juxtaposition of selected erogenous 
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zones, and this image was so absorbing that he was oblivious of 
his surroundings. Such an image may be regarded as expressing 
some archaic social concept. 

It has already been mentioned that smell imagery is character- 
istic of primal images. So is taste, or at any rate, intraoral sensa- 
tions. A “borderline” schizophrenic remarked: “I looked at the 
woman standing there talking and I could imagine her breasts with 
brown nipples and a little hair around them. Ugh! I can taste 
hair in my mouth already. Pooh!” (Sharpe’ ® ‘* discusses the 
significance of such words as “Ugh!” and “Pooh!’’) 

The same borderline individual gave a good example of how 
primal imagery affected his judgment of people. “When that 
woman came into the room, I thought she was pretty, but somehow 
[ knew that her vagina would be dry and ugly. How could such a 
pretty woman have such an ugly vagina?” He acted not on his 
superficial judgment of her prettiness but on his primal image of 
her genitals, and avoided her. 

A comparison of these two cases helps to differentiate the psy- 
chotic from the borderline case. The second man was carrying on 
his business and his home life. It is evident enough that if the 
image of the hairy nipple right in his mouth became too insistent, 
he would no longer be able to function in everyday life. If his “va- 
ginal diagnoses,” that is, his primal images of the vaginas of the 
women he met, got out of hand, he would be unable to venture into 
society. In the fully psychotic hebephrenic case, the images ap- 
peared in consciousness in their full primality, fully cathected. It 
was, at least in part, the delicately balanced représsion of full pri- 
mality and full cathexis which enabled the other man to carry on 
in a “borderline” state. 

Thus certain well-known accompaniments of schizophrenia can 
be accounted for in some cases by the assumption that primal 
images break through into consciousness with such an uncon- 
trollably strong cathexis as to interfere with normal mental func- 
tioning. This may help to explain the widely credited “keen intui- 
tion” of some schizophrenics; they are in an excellent position to 
make primal judgments, since their primal images are in full 
flower. A lack of affect about ordinary events may be accounted 
for by the fact that much of the available cathexis is taken up by 
primal images. Autistic emotional mimicry may be a response to 
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those images. Hallucinations might be regarded from this partic- 
ular point of view as an extrajection of primal images in order to 
“leave some room in the mind” to get out from under them and al- 
low for the reassuring illusion of autonomy. 

The decisive effect which primal images and primal judgments 
may have in determining the behavior and destiny of a schizo- 
phrenic is demonstrated by the following example. A young woman 
was transferred to an inexperienced psychiatrist after she had been 
greatly relieved of many symptoms of schizophrenia. She asked 
the new therapist a myriad of questions, some of which he an- 
swered in a straightforward manner. She replied on a subsequent 
visit with a fantasy that he was giving her intense sexual pleasure 
by administering an enema. Her own diagnostic problem seemed 
to be summarized by the question: “Is he or is he not the kind of 
man who would stimulate my anus in a certain way?” Thus the 
therapist had submitted to a psychological test which she admin- 
istered in a covert way with great skill and subtlety. The score 
came in the form of a fantasy concerning an enema. This fantasy 
decided her future relationship with him, and represented a primal 
judgment with almost no. disguise. It was not long before she 
sought treatment elsewhere. 

The patient well exemplifies Fenichel’s statement that “primitive 
symbolism is a part of the way in which conceptions are formed in 
prelogical thinking: comprehension of the world radiates from 
instinctual demands and fears, so that the first objects are possible 
means of gratification or possible threats; the first ideas are . 
wholes comprehended in a still undifferentiated way, united by the 
emotional responses they have provoked.”  ** 

In normal adults, primal images rarely come into awareness, and 
primal judgments are filtered through a heavy layer of cultural de- 
terminants so that they emerge in a civilized form; even if a well- 
integrated man does express a primal judgment, such as “So-and-so 
is a big prick!” or “He’s a sucker!” he is seldom aware of what he 
really means, or of the image upon which his judgment is based. 
With some schizophrenics, however, this verbal, culturally deter- 
mined interpretation of archaic latent responses or perceptions is 
broken down; such an individual becomes uncultured, like an in- 
fant. He refuses to accept people’s presentations of themselves 
and, instead, makes direct, uncivilized primal judgments. This, 
along with his other problems in dealing with people, makes it dif- 
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ficult for him to function in society. If he goes to a gathering and 
has an urgent feeling that one person would like to stimulate his 
anus and another wants him to perform cunnilinctus, he may be- 
have in a very bizarre, unpredictable, and infantile fashion because 
he has too many highly cathected primal images. 


V. NeEvRosIs 

The case of Belle, like that of Emmy von N., illustrates the oc- 
currence of primal images in neurosis. Breuer and Freud’ said 
that the hysteric suffers mostly from reminiscences. It may now 
be said that the reminiscences may take the form of primal images 
and that the “content” which is repressed may consist of a complex 
of ideas and feelings embodied in a highly cathected set of such 
images, 

Among neurotics, many dreams express the primal judgment of 
the patient concerning the therapist. By inference from some re- 
marks of Gitelson,’’ this might indicate at times a too-active coun- 
ter-transference. Primal judgments, being derived from memory 
traces of actual archaic experience, include many details of the be- 
havioral situation: aim and object (Freud) and zone and mode 
(Krikson”). Often, primal images seem to have the special quality 
of filling the mind. A young male patient recounted the persistence 
of a masturbatory fantasy involving a photograph. This image 
was very different from anything he had previously experi- 
enced, It seemed to fill his whole mind so that there was 
no room for anything else when it was “in charge.” “It 
was so large that I could not master it.” By the second 
evening he had succeeded in mastering it, and he felt once more 
in control of his mind. When it forced itself on his attention, it 
was almost life-size. It was so big that when he could see only part 
of the buttocks, he felt that his mind was full. The “mastering” 
resulted in his seeing it as a photograph once more in its actual 
size, an image which he could control, just as he could control the 
actual photograph. This patient was not unusually obsessional, 
and this was a special experience in his life. 


VI. Everypay Lire 
Primal judgments give rise to part of the emotional substance of 


everyday life. This is most apparent in encounters with strangers, 
New acquaintances may be characterized in vulgar gossip as pricks, 
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jerks, ass-holes, farts, stinkers, shits, suckers, or bitches, sluts, 
pushovers, cock-teasers, cats, bleeding hearts, clothes-horses. All 
these opprobrious terms are intuitive derivatives of primal images. 
The images themselves can easily be elicited by free association to 
any of these epithets. In polite circles, a second or third deriva- 
tive of the primal image is used instead of a first derivative. Even 
the commonplace metaphors of ordinary speech have been reduced 
by Sharp” to their primal elements, that is, their roots in archaic 
experience. 

The significant thing is that all these social judgments are made 
through latent communications. The sucker does not have to be 
observed sucking anybody before the judgment can be made, the 
stinker does not have to have a bad odor, nor does the cat need to 
be seen seratching her rival. In fact, the sucker may go out of his 
way to appear like a prick, and the slut may try to disguise herself 
as a clothes-horse, but, in both cases, a perceptive observer can 
easily see behind the mask. 


Furthermore, this is the stuff that long-term relationships are 
made of. Phe clothes-horse and the sucker, the bleeding heart and 


the jerk, the slut and the shit, somehow know how to find each 
other, and often fall in love with each other at first sight, or so they 
say. 

The rapidity with which. primal judgments are made in everyday 
life is illustrated not only by cases where people fall in love at first 
sight, or fall in hate at first sight, perhaps “hating each other’s 
guts,” but even by more commonplace occurrences. An individual 
of either sex may merely observe a strange man walking down the 
street and be impelled to remark: “I’d sure hate to meet him in a 
dark alley!” The tremendous connotations of the word “slut” may 
be brought into play after a single glance at a strange woman, 
dooming her, as it were, to a whole life of misery in the blink of 
an eye. The sinister fantasies about the dark alley and the messy 
image of the soiled woman do not have to be brought into con- 
sciousness on such occasions for judgments to be made. But a 
young man in a public lavatory listened to three or four of the ab- 
tracted, narcissistic, petulant sniffles of the slouching man at the 
next urinal and immediately saw with the keenest imagery the au- 
tistic murderous sexual cruelty which this man’s attitude brought 
to his mind. The impression was so vivid that he remembered it 
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for years afterward. This demonstrates the spontaneity and ra- 
pidity and power with which primal images (correct or incorrect) 
can be activated. 

The psychology of these images may be clarified as follows. 
Many (or perhaps all) individuals have a store of primal images 
which seem on the available evidence to be derived from childhood 
experiences and fantasies and which are selectively activated in 
response to the behavior of people they encounter. The primal 
judgment is embedded in, and emerges from, its pictorial represen- 
tation in the image. In the normal adult, in the usual course of 
events, the residual cathexis is weak enough so that the activated 
images are not difficult to keep under control, and only relatively 
distant, verbal, well-integrated, culturally determined derivatives 
come into awareness as intuitions. In polite society, the deriva- 
tives are more distant and often more verbose and formal than in 
less cultivated circles. It may take a lot of words to say “jerk” in 
polite language. In the neurotic, because of the traumatic nature 
of the experiences upon which the images are based, the cathexis is 
difficult to master, and the activated images arouse great anxiety, 
as in the case of Belle. If the mastery is only partial, the image 
threatens to break through, and special psychic mechanisms must 
be brought into play for the emergency. In borderline cases, the 
images themselves come into awareness but the cathexis is sep- 
arately dealt with by some psychic mechanism such as repression 
or displacement, so that primal judgments are made but do not 
have pathological force and immediacy in modifying the individ- 
ual’s behavior. 

In some schizophrenics, the mastery mechanisms break down and 
the activated primal images may come into awareness with their 
full, pathologically strong cathexis, bringing with them direct pri- 
mal judgments of considerable force and urgency. The attention 
of such a patient may be diverted from his other interests into a 
struggle with these archaic phenomena. If they threaten to over- 
whelm him, he may save himself eventually by extrajecting the 
pathologically cathected images in a camouflaged form as auditory 
or visual hallucinations, thus reducing the intensity of his struggle. 
Hallucination is then the price he must pay for the mercy of cam- 
ouflage. This does not “explain” hallucinations, but it may account 
for certain features of some hallucinations. 
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VII. ExpermmMents with INTUITION 


The experimental study of intuitive processes brought to light 
some interesting inconsistencies. In one series, an attempt was 
made to guess by inspection the civilian occupations of a large 
number of soldiers at a separation center. The question was then 
raised as to what was actually intuited in successful trials. “An 
intuition consists of two processes: a ‘subconscious perception’ 
and a conscious verbalization . . . the conscious verbalizations 
were at first naively accepted as formulations of the actual intui- 
tions. It was thought that the intuitive function was actually per- 
ceiving ‘occupational group.’ Later it became apparent that what 
the intuitive function really perceived was ‘attitude toward an im- 
ponderable reality situation.’ The intuiter’s ego then translated 


these perceptions into a judgment concerning occupational group 
1299 
id 


In a similar series, an attempt was made to predict by inspection 
the replies of a large number of soldiers to the following two ques- 
tions: (1) “Are you nervous?” (2) “Have you ever been to a psy- 
chiatrist?” In a rough way this was a guess as to “how neurotic” 


the individual was. Again it was noted after careful consideration 
of the experience: “The subconscious process does not really make 
a diagnosis [in the medical sense]. It makes a pre-verbal judg- 
ment of the configuration, knowing nothing of diagnostic termin- 
ology. What happens is that this judgment is verbalized in diag- 
nostic terminology . . . It appears that verbalizing knowledge is 
different from knowing about something. Much of the scanning 
[of configurations] is conditioned by early experiences, so that 
different individuals integrate different constellations of qualities 
and potentialities in observing the people they meet.’ 


If all this is true, and it seems to be confirmed by further experi- 
ence, then the normal adult, like the infant, understands some fun- 
damental—that is, dynamically predominant—aspects of each per- 
son he meets. The infant has an immediate direct response, which 
is inferred to be based on self-interest. The adult, however, filters 
this fundamental understanding, which is a latent response, 
through an ego which has been heavily conditioned over a long pe- 
riod in a complex way, so that what the adult becomes aware of is 
a sorted and distorted impression, whose configuration, further, he 
schematizes by the process of verbalization. When one adds to the 
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complexities introduced by the ego, those introduced by the super- 
ego and its derivatives in the normal adult, it is apparent why it 
is difficult for him to find his way back to the original direct re- 
sponse, the primal judgment. Just as the figure of the primal 
mother lies buried under the years—her ghost infused into the 
figure of his wife or some idealized or repudiated woman—so the 
figure of each primal judgment lies buried under his fantasies, his 
thoughts, and his words on each encounter with a new person. 


VILL Experiments with Prima. JUDGMENT 


In the course of some studies on the possibility of isolating and 
controlling specific factors in group psychotherapy, the writer in- 
stituted an experiment in primal judgment. Because of his belief 
regarding the potential pathogenicity of primal images—a belief 
derived from clinical experience and supported by the spontaneous 
comments of colleagues—this experiment was carried out in the 
most prudent possible circumstances. The group consisted at that 
time of five individuals: Art, Belle, Carl, Jane, and May. All of 
them had had at least a year of group psychotherapy, and all ex- 
cept May had had at least two years of previous individual psycho- 
therapy. All except Jane were having at least one individual in- 
terview between the weekly group sessions, so that their reactions 
to the group proceedings could be observed, and any excessive anx- 
iety brought to the attention of the therapist. (Jane was being 
seen individually once every two weeks.) May was included in this 
particular group, because she had manifested considerable ego 
strength in a less advanced group. 

At one session, Jane offered a good example of spontaneous pri- 
mal judgment. The group members were discussing their marital 
relationships, and Carl asked a question which was considered in- 
discreet even in that sophisticated company. 

Jane: “If Art asked me that, I’d tell him to kiss my ass. I 
wouldn’t tell you that because you'd just tell me to go to hell. But 
if I told Art to do it, he would. You’ve got me scared, but I know 
[ could handle him.” 

Carl: “I sure would.” 

Art: “You know, I’ve always been afraid of you, Jane. I think 
you’ve got me spotted.” 
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This situation was complicated and revealing, because Art’s oral 
needs were predominant in the group, and Jane later had a dream 
in which she wore a brassiere on her buttocks, while Carl enjoyed 
fighting physically with women, although he had concealed that 
from the group in his manifest communications. Evidently, they 
all sensed a good deal about each other in these primitive terms. 
The pertinent point was Jane’s clear perception of Art’s suctorial 
tendencies, which he himself was not fully aware of and which he 
had concealed from the group in his verbal participation, and her 
simultaneous perception of Carl’s concealed sadistic tendencies. 
Jane demonstrated on numerous occasions her ability to make pri- 
mal judgments, even against the strenuous denials and defensive 
concealments of the individuals concerned. 

Car] was absent at a later session when Belle described how she 
had walked across a wooden bridge and had felt an obsessive fear 
that she would be “sucked into the water” through a knothole. The 
other three members of the group by this time were able to state 
their free associations. 

May: “She’s afraid of being sucked into the rectum.” One of 
May’s statements of her own problem was that she always had to 
keep her rectal sphincter tightly closed. 

Jane: “She’s afraid of being sucked back into the vagina.” 
Later Jane described how she felt she had to suck all her husband’s 
semen away with her vagina during intercourse. 

Art: “She’s afraid she'll be sucked into something like a mouth.” 

In this example, each primal image and primal judgment was 
influenced by the percipient’s own problems. 

But on other occasions, their primal images coincided and seemed 
to be evoked by the agent’s communications, without apparent con- 
tamination from the percipient’s own instinctual orientation, 

May: “I’ve always been afraid to sit close to a strange man for 
fear that he might vomit on me.” 

The other three seemed in unanimous agreement that what she 
was really afraid of was an ejaculation. 


Belle: “I’ve been concerned about mineral jelly lately. First | 
dreamed I was a little girl and had it on my hands, then I had an- 
other dream and had it on my mouth. I asked my mother about it 
and she said I had it on both for sores when I was little.” 
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Jane: “My first thought was it was on that rectal tube you once 
told us about.” 

Art: “That’s what came to my mind, too.” 

May did not know about Belle’s childhood enemas and said noth- 
ing. Here it is significant that the “phallic” woman and the “oral” 
man both thought of Belle’s concern in anal terms. Judging from 
her private interviews, it seemed that the lubricant on the rectal 
tube during her daily childhood enemas must have more signifi- 
cance to Belle than jelly on her mouth or hands in childhood. 

This experiment demonstrated that under certain conditions 
some people can be trained to become aware of their primal images 
and primal judgments, both contaminated and uncontaminated. The 
desirable and undesirable effects of such an experiment are not 
pertinent to the present discussion. It did lay bare certain sources 
of confusion in the personal relationships of these patients and was 
particularly adapted to demonstrating distortions in their body 
images: in the examples given, the posterior breasts, and the rec- 
tum as the primary suctorial organ. 


IX. CxinicaL DiAGNosis 

The psychiatrist’s position in these archaic matters is of course 
quite different from the patient’s. The patient makes his primal 
judgment as part of his neurotic or psychotic processes. The 
schizophrenic woman referred to in the foregoing had an intense 
conflict about whether she wanted a man to give her an enema. Her 
social faculties were oriented toward determining whether a given 
man would be likely to do this, or, more precisely, how strongly 
each man was unconsciously oriented in this direction and how 
much his orientation coincided with her delicately balanced needs. 
Her primal judgment, which was very frankly expressed in her 
fantasies, then determined her attitude and the development of her 
relationship with each man. The patient’s primal concern was rel- 
atively constant, in accordance with her own individuality and his- 
tory, and was a matter of specific need, fear, conflict, defense, and 
surrender, 


But the psychiatrist cannot regard his patients, as they do him, 
as objects for the solution of infantile conflicts and instruments for 
the satisfaction of his neurotic desires. The patient looks for a re- 
stricted series of latent communications from the psychiatrist: 
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concerning the psychiatrist’s virility, or his possibilities as an 
enema-giver, or as a source of nourishment. The patient wants to 
know, schematically speaking, how much of some one thing the psy- 
chiatrist is. He is looking for what he needs and fears; he is a viec- 
tim of the repetition-compulsion. This is exactly what the psychi- 
atrist must not be. He does not similarly scan the patient’s com- 
munications for messages related to a predetermined field (except 
when this is technically correct). He scans the communications to 
find what latent topic is most important to the patient. Particu- 
larly in the initial interview, he listens to ascertain what the pa- 
tient fears or expects from him, not to discover whether he can get 
what he wants from the patient. He decides that the patient wants 
to eat him, urinate on him, poke him, or perform some similar in- 
fantile operation. He makes a primal judgment of the patient, 
based, not on his own restricted needs of the moment, but on what 
predominates in the patient’s latent communications. 

In the experiments on intuition referred to previously, some ob- 
servations were made regarding the particular sets of muscles 


which appeared to be sources of information regarding correspond. 


ing facets of the soldiers’ personalities. In the first series,’ it was 
noted that the agent’s attitude toward an imponderable reality sit- 
uation was usually gauged primarily from clues supplied by the 
eyes and periocular muscles, while impressions concerning the 
instincts and their vicissitudes were largely based on “subeon- 
scious observation” of the muscles of the lower face, especially of 
those about the mouth. Head posture and mannerisins based on 
the tonus of the neck muscles can also be important indicators in 
this respect. The eyes seemed to be principally instruments of the 
ego, while the mouth was more expressive of functions of the id. 
In the second experiment,” the diagnoses were based on a variety 
of motor activities, including voice, eye movements, and movements 
of the extremities. They were also influenced by an undefinable 
impression that normal soldiers had “nothing to hide,” in contrast 
to neurotic soldiers on the hospital wards, who in retrospect began 
to seem “as though they had something to hide.” But it was de- 
cided that clinical diagnoses were most effectively made on the 
basis of a total personality configuration, as observed through time, 
and in front of a uniform background. When the background was 
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changed, the diagnostic confidence of the psychiatrist was dimin- 
ished. 

Clinical diagnoses of infantile conflicts are based to a large ex- 
tent or what the patient says, as well as on how he looks and be- 
haves, probably more on the basis of “noise” than on the basis of 
“information.” That is, the clinician is keenly watching for, and 
listening for, inadvertent anxiety signals, as he absorbs the in- 
tended anamnesis given in his own way by the patient. If, during 
the first interview, the psychiatrist allows himself to subside into 
an attitude of free-floating attention, as he listens to and observes 
the patient, he may perceive the primal image—presented to him 
without any effort on his part. This image gives a great deal of 
information about what the patient is up to. No doubt the judg- 
ment of any psychiatrist concerning a new patient is a derivative 
of such a primal! image, but in most cases it seems that the image 
itself is suppressed, 

Under clinical conditions, the primal image consists of a picture 
of the patient in some infantile relationship to the psychiatrist, or, 
at any rate, to somebody. For example, in his mind’s eye the psy- 
chiatrist sees him urinating on someone. He may have a certain 
revealing expression on his face as he does this, an expression 
which may have been observed during the interview. This image 
is often an accurate representation of an important archaic psy- 
chophysiological social striving of the patient. Later, in analysis, 
it may turn out to be an accurate picture of something that he ac- 
tually remembers doing as a child, with the same expression on his 
face and the exact feeling signified by that expression. In one case 
the urination, in the psychiatrist’s image, was accompanied by an 
expression of glee, which in subsequent interviews was observed 
to be characteristic of the patient. This image was probably de- 
rived from the psychiatrist’s latent responses to the patient’s 
stream of talk during the first interview. One day the patient re- 
marked ; “I turned the hose on my wife today as a joke. It reminds 
me of the time we put my little brother in a packing case and took 
turns urinating on him. I was about six at the time. My mother 
caught us and was very angry because I seemed to be enjoying it 
so much. I felt the same way with my wife. I realize now I feel 
that way when I corner somebody at a cocktail party and bore him 
to death with my talk. I like to pour it on.” 
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A young woman suffering from anxiety hysteria had a smile 
which fascinated the psychiatrist. While he listened to her, he let 
the smile sink in. As she was telling a dream in which an older 
woman forced her to suck her breast, a rather unusual image ap- 
peared in the psychiatrist’s mind. This image might be verbalized 
as follows: the patient, wearing her devilish smile, is tormenting a 
virile, sexually excited man by tickling him and refusing his im- 
portunities ; then another man appears, again sexually excited, only 
this one is not robust like the other, but weak and miserable. The 
smile fades from the patient’s face; she is overcome with sym- 
pathy, and is evidently going to satisfy this unfortunate creature. 
Later in the interview, the psychiatrist made some cautious in- 
quiries. It seemed that she had an unusual sexual relationship 
with her husband; he and she would often spend a long time tick- 
ling each other until she was exhausted and he was violently ex- 
cited, after which she would refuse intercourse. As a child, she 
and her sister used to get their father on the bed and tickle him 
(just as the woman in the dream got the patient on the bed). The 


psychiatrist remarked : “But if a man really needed your help, you 
would not withhold it.” She then related a disagreeable experi- 


ence. Just the other day she had picked up a pathetic-looking 
hitch-hiker and had treated him sympathetically. As a result, he 
had become so attached to her that he would come knocking on her 
door at all hours. He had finally become so persistent that she be- 
came frightened, and, to get rid of him, had had to threaten to eall 
the police. 

Sometimes when the image itself does not become conscious, the 
judgment appears in its primal form instead. In one case the doe- 
tor had the feeling: “This woman is ‘unconsciously very conscious’ 
of her anus.” The patient later revealed a strong anal-erotie drive. 
Her most accessible traumatic experiences revolved around enemas 
which were forced on her by the family physician in the presence 
of her mother and grandmother. 

A certain social worker gave the curious impression of walking 
around as if she were eternally waiting to get home and change 
her clothes because she had had an accidental bowel movement. The 
observer was very much interested in finding out why he had made 
such a disagreeable primal judgment concerning a person whom he 
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held in some esteem. One day she spontaneously divulged that she 
had for years suffered from periodic colitis. 

It has purposely been stressed that primal judgments in clinical 
practice are most effectively made during the initial interview. 
This is in accord with experience regarding intuition. It was found 
that, in general, a previous acquaintance with the agent was an ob- 
stacle in the way of diagnostic intuitive processes. Intuitive ac- 
curacy tends to become clouded, in spite of the utmost efforts at 
objectivity, as the first impression of the agent is overlaid with 
clinical material and reactions provoked by defenses and security 
operations on both sides—the process of involvement between the 
patient and the psychiatrist. This can only be avoided if the thera- 
peutic relationship is kept analytically pure and uncontaminated. 
Prima! judgments properly belong to “the first 10 minutes,” that 
decisive and important epoch in the development of any interper- 
sonal relationships. (“The first 10 seconds,” when the gross fea- 
tures of the physique, bearing, muscular co-ordination and mimi- 
ery are noted, is a slightly different topic.) Primal judgments 
come again to the fore when the “clouded” period of involvement 
has been successfully worked through, at which time Deutsch’s 
statement” that intuition depends “on one’s sympathy and love 
for and spiritual affinity with the other person” takes on its true 
connotations. 

Primal judgments are particularly subject to distortion through 
counter-transference, In such cases, the clinician finds himself 
with the same viewpoint as the patient; that is, his primal judg- 
ments are concerned, not with the patient’s presenting problem, 
but with how suitable the patient is for the gratification of the ther- 
apist’s own primal needs. Diagnostic primal images are the prod- 
uct of free-floating attention on the part of the therapist; if his at- 
tention is unconsciously directed to the possibilities for satisfac- 
tion of his own needs, his perceptions, and hence his diagnosis, and 
hence also, presumably, his therapeutic efforts will be distorted 
accordingly. Therapeutic effectiveness may be increased if undis- 
torted primal images can gain access to the psychiatrist’s aware- 
ness. Some therapists who are especially skillful with schizo- 
phrenies, such as Rosen” and Fromm-Reichmann,” recognize this 
in different terms. 
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It is now easier to understand why the child, whose diagnostic 
ability often appears to have deadly accuracy, can sometimes be 
beguiled by a piece of candy. The moment his greed is appealed 
to, his judgment may be impaired. It is often the same with adults. 
From this point of view, a successful psychopath may be described 
as one skillful in inveigling his object’s attention away from primal 
judgments while playing on primal needs. For example, the vie- 
tim’s primal judgment, “This man is going to bugger me,” is 
clouded by a fog of communications deliberately designed by the 
psychopath to convey the impression: “Buggery is the last thing I 
would think of.” In this way, the psychopath prepares the way 
for symbolic buggery of his victim, which is exactly what the vic- 
tim unconsciously desires and anticipates. The efficacy of this sys- 
tem is demonstrated by the fact that a certain percentage of the 
victims of confidence men return and insist on trying again to 
“cheat the stock-broker,” or whatever the game may be.” 

Several discussants have mentioned their feeling that the writer 
has confused intuition and empathy. He does not believe that this 
is so. By intuition, he refers to a spontaneous diagnostic process 
whose end-products spontaneously come into awareness if resist- 
ances are lifted. In the case of empathy, there are two classical 
definitions : the aesthetic kind of projection of Worringer, based on 
Lipps, Jodl, and Wundt, and discussed at length by Jung"; and 
the Freudian concept of the deliberate, self-conscious “intellectual 
understanding of what is inherently foreign to our own Ego in 
other people.”” Either way, empathy has a connotation of identi- 
fication. Intuition, as the writer sees it, has essentially nothing 
to do with such adult forms of identification. It has to do with the 
automatic processing of sensory perceptions. It is primarily 
neither aesthetic nor intellectual, although it may be secondarily 
elaborated along these lines. 

The writer came to consider these matters by a rather unusual 
path. He observed that in discussing the topic of intuition, some 
people exhibited what could only be interpreted as a dynamic re- 
sistance. Since resistance implies anxiety, the question arose as 
to what this particular group of people was afraid of. There must 
be something potentially dangerous hidden in this faculty. On the 
other hand, there is little doubt that many good clinicians profit 
from intuition, whether they are aware of it or not. Those who are 
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aware of it sometimes attribute intuitive abilities to experience; 
they mean clinical experience. What is maintained here is that 
one type of intuitive process, here called primal judgments, is 
primarily based, not on clinical experience, but on forgotten in- 
fantile experience, so that the origin of primal judgments is not 
clearly manifest. The fact is that certain individuals feel inse- 
cure when they are not convinced that they have complete insight 
into their own cognitive processes. 

Fenichel notes: “Schilder has shown that every single thought 
befofe formulation has gone through a prior wordless state . 
even in healthy, good thinkers who are wide awake, every single 
thought runs through initial phases that have more similarity with 
dream thinking than with logic . . . thinking according to the pri- 
mary process . . . is carried out more through pictorial, concrete, 
images, whereas the secondary process is based more on 
words.” ‘»**) He states that these images are “less fitted for 
objective judgment,” and are “full of wishful or fearful miscon- 
ceptions.” (Ibid.) 

Such anxieties may be strengthened by the observation that one 
feature of certain schizophrenias is the tendency to make primal 
judgments in their crudest form. Unless this faculty is thoroughly 
under the control of the ego, it may become pathogenic. Too much 
primal judgment must be avoided. “Too much” is defined as more 
than the percipient’s ego is prepared to handle. Primal judg- 
ments interfere with the formation of spontaneous, healthy rela- 
tionships and find their legitimate usefulness mainly in the clinical 
field. 

From the same archaic substratum may arise highly sublimated, 
socially valuable abilities, and corresponding severely pathological 
disturbances. If dancing and catatonia are related in this manner 
and if literature and art are based on the same primal images 


which under different conditions give rise to hebephrenic manifes- 
tations, then diagnosis and paranoia are similarly both derived 
from primal judgments. Catatonia and hebephrenia require only 
one individual; it takes two to make a diagnosis or a paranoia, an 
agent and a percipient. Thus diagnosis and paranoia both seem 
to be derivatives of primal judgment. It can therefore be said that 
there is nothing disreputable about intuition, since its most mysti- 
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fying manifestations are based on infantile experiences, and for 
that reason are to be treated with respect, but also with caution. 

Ferenezi once remarked that education is not only the aecquisi- 
tion of new faculties but is also the forgetting of others, which, if 
not forgotten, would be called supernormal.* The patient himself 
is the best criterion for testing the validity of primal images and 
primal judgments. 


SUMMARY 


1. Schizophrenia, borderline conditions, and neuroses often in- 
volve highly cathected, pathogenic images of a special type, which 
are archaic relics from infancy and childhood and have not under- 
gone the normal processes of modification and resolution. Some 
(or all) normal people also have a store of such primal images 
based on infantile experiences, but in this case they have been de- 
cathected, mastered, and effectively assimilated. 

») 


These images, whether conscious or unconscious, are some- 
times (or always) activated in interpersonal relationships and are 
related to the formation of basic judgments concerning people en- 


countered. In normal adults, under ordinary conditions, such pri- 
mal judgments do not come directly into awareness; conscious 
judgments of other people are derivatives of primal judgments, 
modified by cultural and other influences. 

3. Some forms of intuition are derivatives of primal judgments 
based on primal images. Such intuitions are thus derived from in- 
fantile experiences. Other forms may be based on later clinical 
experience. 

4. The possible diagnostic value to the clinician of his own 
primal judgments is discussed, 
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ABNORMALITIES OF THE GAZE—A CLASSIFICATION 


BY MORRIS D, RIEMER, M. D. 


The eyes are particularly adapted for emotional activity. The 
complex nervous and muscular control of the intra-ocular and 
extra-ocular parts provides a very fertile medium for the trans- 
mission of feelings. The eyes’ emotional responses are of a recep- 
tive and expressive nature. A free transmission of affect or of 
every possible emotion through these organs is present in the 
healthy person. Ego, aggressive and libidinal drives utilize this 
field realistically, as well as through fantasy, for their many aims 
and objectives. 

The abnormalities of the gaze represent distortions of affective 
communications. Since the transference of emotion by way of the 
gaze is insufficient for normal communication, it is readily under- 
standable that this phenomenon occurs, for the most part, in the 
nontransference or narcissistic neuroses. Commonly in these dis- 
orders, there are easily discernible negativistic reactions. Pro- 
nounced hostility, in various forms, overbalances the other emo- 
tions. The positive affects that appear are immature or insuffi- 
ciently developed. Emotional responses similar to that of the eyes 
appear simultaneously in the facies, voice, and manner of the in- 
dividual. The type of reaction seen in the gaze is, therefore, more 
or less typical of that of the whole person. In this respect, the gaze 
is an index of the affective components of the psyche. It can be of 
tremendous diagnostic and therapeutic value. 

Contact with reality is developed and sustained, in great part, 
through the gaze. Where the latter is pathological, there is not 
only an inadequate perception of reality, but there is a constant 
barrier or “walling off” of the individual from the influences of his 
surroundings. The borderline neurotic, encased in a relatively im- 
penetrable enclosure of this type, is unaffected by present thera- 
peutic measures which take little cognizance of this obstacle. 

To the weak ego, the defensive gaze represents a vital emergency 
measure to protect it against anxiety. Unable to satisfy the de- 
mands of reality, it can continue to operate only if the arrange- 
ments for a severance from reality are constantly maintained, Any 
abrupt change in such a “protective set-up” results in utter confu- 
sion, and uncontrollable panic, accompanied by a last line of de- 
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fense, that of living in a delusional world. These “urgent valuable 
services” offered by the gaze to the immature ego give a clearer 
picture of the necessity of its maintenance for survival. 


Close investigation of the clinical material in these patients 
shows an early traumatic parental and environmental milieu that 
offered but little opportunity for ego development. Such painful 
surroundings are too readily perceived and recognized by the child 
who cannot withstand the unbearable anguish unless he blinds him- 
self, through his gaze, to the tormenting agents about him. As if 
indelibly imprinted in his psychic structure, the individual con- 
tinues throughout life to project the original dangerous reality of 
his childhood into present-day activities despite vast differences 
in chronology, locale and individuals. This distortion of current 
objective influences must necessarily take place because of the end 
result or pattern the pathological gaze must effect. In this man- 
ner the gaze is necessarily arranged to “keep out” reality, what- 
ever its shape or form. 

The technique of placing the patient on the couch in routine psy- 
choanalytiec procedure fosters the very purposes of the abnormal 
gaze. The patient is thereby assisted in further removing the 
therapist as a realistic influence, The analyst, himself, cannot see 
the patient’s gaze or evaluate its activity and dynamics in the trans- 
ference. Thus the affected person does not have an opportunity 
to expose his all-encompassing “protective” device but continues 
to use it to the fullest extent to defeat both himself and the analyst. 

Of prime significance, moreover, is the fact that whatever 
strengthening influences the therapist can exert on his patient 
should employ the gaze as a vehicle of transference contact. In 
natural rearing, the child is powerfully affected by the visual ap- 
perceptions of his loving, warm parents. The immature youngster 
requires a demonstrable showing of strong affection which pro- 
vides a “rich soil” for the growth of his ego. This essential de- 
velopmental factor gains access to the individual, in great part, 
through the gaze. Since the severe neurotic has been deprived of 
the “proper soil” for the maturation of his ego, it would seem logi- 
cal that he should obtain this in his treatment. The removal, how- 
ever, through the couch procedure, of the mutual interreaction of 
the gazes of analyst and patient necessarily prevents any such 
possibilities, 
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The objectives of this paper are to present briefly the mechan- 
isms of the gaze, the therapeutic and diagnostic implications and a 
classification. The material opens a vast field for further investi- 
gation. The therapeutic technique in using the gaze requires a full 
presentation of clinical material and dynamics. Separate discus- 
sions of each type of abnormal gaze must provide additional! de- 
tails of these findings. A classification of the gaze is to be consid- 
ered from the standpoint of its nature, the constancy of the abnor- 
mality and the severity. As just indicated, the abnormal gaze por- 
trays essentially a negative disposition, or an inability to commune 
with one’s neighbors. That inability necessarily implies an inter- 
ference in the communication of the ego and libidinal drives in ob- 
ject relationships. From clinical data accumulated by the author, 
the abnormalities of the gaze fall into six forms. ‘They are classi- 
fied in the order of the degree of severity of the neurosis or psy- 
chosis that they represent. 

These are: (1) excessive blinking; (2) the depressed look; (3) 
the dramatic gaze; (4) the guarded gaze; (5) the absent gaze; and 
(6) the averted gaze, 


Excessive Blinking 

A condition of excessive blinking exists when the closures of the 
eyelids exceed 10 per minute. The normal rate of lid closure, for 
the purpose of lubricating the eyeball, is six to 10 per minute. The 
frequency of closures in this type of abnormal gaze may vary from 
19 to 100 per minute. In the closing of the eyelids, which lasts a 
slight fraction of a second, there is a momentary cutting-off of the 
gaze from reality; a subsequent adjustment of the eyeballs to con- 
tact reality immediately thereafter occupies another fraction of a 
second. The latter, when multiplied many times during the minute, 
appreciably diminishes the time for the reality functioning of these 
organs. An evanescent state of excessive blinking may be due to a 
foreign body, or to transient anxiety. The fixed type of blinking 
which is present, more or less, all the time, is a pathological psy- 
chie state. This type of disorder is usually associated with some 
manifest type of anxiety. There is very often an associated absent 
gaze, or a depressed look. On the other hand, there may be an ex- 
cessive blinking with an active type of positive gaze, in which the 
individual can display warm feeling toward others. A remarkable 
fact is that the patients are frequently unaware of their excessive 
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blinking. When they do recognize it, and attempt to control it, the 
blinking increases. The rate of blinking may suddenly increase 
when the individual is faced with a tense situation. 

Objectively, it would appear that closure of the eyelids is an at- 
tempt to ward off an impending blow. Associations and inner ex- 
periences of the patients confirm this observation. Within the indi- 
vidual’s psyche, there is a constant threat of some sort of attack. 
Closing the eyelids is a means of cutting one’s self off from the on- 
coming threatening agent. Thus, obnoxious, for the most part fan- 
tasied, and, at times, real, objects are “magically” removed, in very 
much the same fashion as the often-told fable of the ostrich who 
supposedly fantasies a removal of his attackers by burying his 
head in the sand. 

Excessive blinking of the eyelids is present in various types of 
nervous disorders. It may be present in hysteria, and in the severe 
neuroses. The diagnosis, therefore, does not depend on the blink- 
ing itself, but on the accompanying positive or negative gaze. The 
blinking, in and of itself with a positive gaze, is indicative of an 
active, readily noticeable defensive measure that attempts to “pro- 
tect” the individual immediately from some danger. The impor- 
tant fact is that the more pronounced pathology is seen in the 
negative gazes underlying the blinking. All the various forms of 
negative gaze may be present, from the depressed to the averted 
gaze. An individual with a transference neurosis may have exces- 
sive blinking alone, without any other accompanying pathological 
gaze. This phenomenon, it ean be said, can be present, transiently, 
even in the normal person. In the abnormal, it will be seen in all 
nervous disorders, from the mild neurotic to the severe psychotic. 

An actor, 30 years of age, comes for treatment because of feel- 
ings of inadequacy precipitated by his wife’s uncertainty as to 
whether she loves him. He shows a very noticeable blinking rate 
of about 60 to 100 per minute. The disturbance appears pro- 
nounced because the reflex blinks occur in couplets, rather than 
single closures. Despite this, the patient is, for the most part, un- 
aware of his difficulty with blinking. The expression of his gaze, 
otherwise, seems to show a friendly eager, active, responsive, easily 
fluctuating type of mood. His facies, tone of voice, manner of 
speech conform more or less in their emotional content, to that 
seen in his gaze. Through all these avenues, he experiences in- 
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tense feelings of love for his wife and children and can readily ex- 
press his yearnings, as well as his gratitude and warmth. 

This individual suffers from a transference neurosis, and his 
blinking is not associated with any other abnormality of gaze. Ac- 
tive castration threats have been retained in the “original” Oedipal 
version of the punishment and are mobilized in the blinking phe- 


nomenon; his abnormality of gaze involves, primarily, libidinal 
drives. 


Another blinker, a male adolescent of 19, is sent for treatment 
because he cut all classes at college for a whole semester without 
“any reason for doing so.” Explanations, such as oversleeping, not 
being prepared or most frequently, “I don’t know,” were given for 
his behavior. He seemed to experience but little regret or com- 
punction during this period, and failed to notify his parents or ask 
for any kind of assistance. His blinking rate is about 70 per min- 
ute. He has, in addition, a definitely absent gaze that is devoid 
of any expression. There is an immobile, poker facies. His voice 
is dull and monotonous. There is a blocking of thought, pronounced 
reticence, and a paucity of ideas. He feels “estranged” from oth- 
ers. Although he manages to be courteous and goes through the 
formalities of exercising a friendly demeanor, he remains quite 
rigid and detached. This individual is suffering from a schizo- 
phrenic illness; the blinking and associated absent gaze might be 
considered a diagnostic criterion of this disorder. 

In both these patients, despite the obvious differences in their 
illnesses, a certain active tenseness and submerged apprehensive- 
ness is felt. In the second patient, the pre-Oedipal injury to his 
ego, mainly induced by an extremely interfering mother, who em- 
ployed overprotectiveness as a vehicle for her hostility, is the 
prime anxiety factor in his life; Oedipal and libidinal drives are 
submerged, and they gain insufficient expression. All these forces 
are expressed in the gaze and necessitate the defensive blinking. 


The general conclusion from this brief presentation is that blink- 
ing is an immediate protective measure against ego threats. The 
accompanying gaze determines to what extent the Oedipal or pre- 
Oedipal period is involved. The choice of blinking as a defensive 
outlet has, as already indicated, to do with many factors. Access 
is gained in this direction, also, by the seopophilie and exhibition- 
istic strivings. Like all similar studies on psychosomatic oceur- 
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rences, no isolated factor or group of forces is found to be etiologi- 
cally “specific.” The responsible causes consist of a combination 
and inter-reaction of numerous drives. It is interesting to observe 
that the symptom-complex is frequently unnoticed, the more often 
by the participant than the observer. The normal activity of 
blinking carries within itself, in a somewhat attenuated form, the 
very activating forces present in the abnormal. Because observ- 
ance of an excess of blinking in the next person may become con- 
tagious and disquieting, the whole disclosure of the matter is the 
more readily avoided; hence abnormal blinking frequently remains 
unobserved, both by the blinker and by persons about him. 


The Depressed Look 


Variations in the intensity and constancy of a “sad” appearance 
constitute a depressed look. The affects of dejection and hopeless- 
ness are predominant, and are frequently accompanied by tearful- 
ness or sobbing. The facies, voice, manner, mental content and 
bodily carriage also reflect the pattern of morbidity. This type of 
gaze is seen in mourning and in periods of depression in the trans- 
ference neurotic, but it is not at all fixed and can readily be changed 
into a reactive, positive, communicative expression. In psychotic 
depressions, the gaze is fixed. 

This gaze clearly portrays an unending crying-out for human 
consolation and a simultaneous hopelessness because of the inner 
conviction of being denied. Study of the ideational content and of 
transference phenomena bear this out. The depressed look signi- 
fies a powerful instinctual drive of the psyche that is seeking grati- 
fication. The avenue of expressiveness toward yearning is open, 
and not completely closed, as in the guarded, absent or averted 
gaze. It seems almost as if the depressed patient is telling one 
what he needs and thus offering a demanding communication to 
those about him. This one-sided active contact with the world is of 
better prognostic value than a complete absence of contact. The 
amenability of such individuals to therapy, consequently, is thrown 
into the “uncertain” rather than the “not good” category. 

A male high school teacher of 49, showing a typical depressed 
look, seeks treatment for his inability to carry on with his work, 
for a horrible hopeless feeling of financial insecurity and for a feel- 
ing of “being unwanted.” The repetitious plaints of futility lend 
a delusional coloring. In the transference situation, he feels he is 





MORRIS D. RIEMER, M. D, 665 


“being fooled” by the reassurances given, but is nevertheless able 
to break out into uncontrollable sobbing when he is comforted. This 
patient has had three previous attacks of depression, lasting four 
to six months, in the preceding five years. After a great deal of 
supportive treatment in the form of active reassurance and an at- 
tempt to satisfy his “inner crying out” for parental affection, he 
is able to release a flood of repressed hostility. A gratifying meta- 
morphosis into a realistic relationship with others comes about, 
with a more mature and stronger object relationship than he has 
ever experienced previously. The change to a healthy gaze results, 
The gaze has remained healthy for many years as a result of his 
needs finding satisfaction. This has been accomplished through 
the experiences of the transference that have overcome his convic- 
tions that he would always be denied. 

A depressed look may be commingled with, or, at intervals, be- 
come interchangeable with, the more detached, guarded and absent 
gazes. Such changes bespeak an incomplete severance from reality 
and afford an opportunity for “getting to the person.” Through 
these very openings in the patient’s defensive armamentarium, an 
avenue of therapeutic approach can be opened by proper manage- 


ment of the transference forces. Interchangeability of this kind is 
frequently seen in the involutional disorders. 


The Dramatic Gaze 


The incomparable ingenuity of instinctual mechanisms is well 
exemplified in the remarkable dissimulations that man can effect 
in the “dramatic gaze” to deceive himself and others. The finished 
actor can consciously portray, par excellence, any type of gaze. 
Similarly, many individuals automatically can effect portrayals of 
gaze that are entirely acted out and that are assumed essentially 
to cover up radically. abnormal variances of the gaze. This gaze is 
compensatory in nature, It “looks like what it is not.” The exhilar- 
ated and excessively happy look of the manic, the erotic look of the 
coquette, and the over-aggressive look of the bully are examples in 
point. The manic is not really happy, for he cannot effeet good or 
binding object relationships, the coquette is not actually erotic or 
capable of loving, nor is the bully unafraid. In a similar fashion, 
many individuals with a gift for disguising can put into effect dra- 
matic gazes that will baffle the experts. They may seem warm and 
loving, charming, magnetic, and gracious, yet not experience any 
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of these healthy characteristics. Often a close look at the concom- 
itant facial and voice responses discloses discrepancies that betray 
the falsity of the gaze. This power of dissimulation is closely in- 
terwoven with the other abnormalities of gaze. Because of its fre- 
quency and effectiveness, the usual pathological] distortions of the 
gaze are not readily recognized. 

A woman, aged 36, married to a man 18 years older, seeks treat- 
ment for numerous compulsions that absorb a good portion of her 
time. She is compelled to “hide away” her shoes and dresses in 
various compartments of her closet. The compulsions extend to a 
ridiculous activity of “storing away her thoughts into certain com- 
partments of her brain.” Her social life is rather active. In the 
social domain, she flatters herself as being quite self-possessed, 
well-poised, and full mistress of the situation. She exhibits appar- 
ently excellent control of herself, has a marvelous savoir faire and 
repartee. As a hostess, she is most charming, vivacious, lively, and 
resourceful, Her gaze falls in with all these exuding and expres- 
sive effects, and appears unusually active and communicative. 


It is soon apparent, however, from her avowals of an “inability 


to intimately feel anyone” that her whole display and gaze are en- 
tirely dramatic. Reared in a playwright’s home, her early environ- 
ment was replete with all the theatrical accouterments that flav- 
ored her many reaction patterns on the dramatic model. Under 
her dissimulated gaze, there is a predominately absent gaze, with 
pronounced accompanying feelings of isolation. She discloses that 
she “has been acting all her life, and does not know anything at all 
about real life.” 

The dramatic gaze serves to give an illusory, unconscious bol. 
stering-up to the ego. Like excessive blinking, it is an accessory 
abnormality in the strata of the pathological gaze. It is found in 
those with unusual powers of dissimulation and ability to act out. 
Its very disguise may be a rather serious obstacle in the therapeu- 
tie process. The diagnostic implications are usually confusing at 
first appearance. Careful study of the individual and the specitic 
compensations that the gaze is conveying will reveal more clear- 
cut understanding of the narcissistic inadequacies. This type of 
gaze demonstrates a denial of a “painful recognition” of over- 
powering inferiority feelings. There is a strong inner revolt, and 
there is conflict over inner detachment and insecurity. These re- 
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actions indicate an ego drive to “correct” the defect rather than a 
passive compliance; as such the dramatic gaze carries a less om- 
inous prognostic outlook than that of the guarded, absent and 
averted gazes. 


The Guarded Gaze 


The guarded gaze represents a state of severe psychopathology. 
The guardedness is clearly apparent in the alert watchfulness of 
the patient’s eyes, facies, voice, manner, and general attitude. 
There is a double-edged scrutiny in this disorder. The individual 
not only cautiously observes those about him, but simultaneously 
censors himself strictly. 

It soon becomes clear that the patient watches those about him 
because he is convinced of their disapproval, which he fears may 
flare up if he does not restrain himself. In this manner, he exerts 
a double check. At first glance, the very nature of this disturbance 
may not be obvious. A dramatic gaze may interchange with or 
even cover up the guardedness. It may also be misinterpreted as 
a type of perspicaciousness of the gazer. In its most extreme form, 
this gaze plays its role in the persecutory disorders. The visual 
apparatus may then well be incorporated into numerous delusional 
formations and hallucinatory experiences, 

For the inost part, however, the unobtrusive form of the guarded 
gaze is indicative of a severe borderline neurosis; often such a 
neurosis may be associated with psychotic features. Frequently 
the gaze may change rapidly from the dramatic to the blank or 
averted gaze. In the very severe neuroses, the last three types of 
gaze (guarded, absent and averted) often appear interchangeably. 
The gaze classification for a particular disorder should be the one 
which appears predominant. This distinction is not insignificant, 
since a combination of distinct factors seems to effect the indi- 
vidual subdivision of the gaze. 

A married woman of 30 with serious agoraphobia, realizes after 
a long period of treatment that she has a “guarded gaze.” The 
gaze, she explains, is actually a gauge for her behavior. She is au- 
tomatically restrained and “obedient,” and guards herself through 
her “inner eye,” so to speak, in order to meet the demands of 
those about her as observed by her “outer eye.” The parental 
set-up at home had compelled her to stifle herself in order to meet 
the requirements of her guardians. Her hungry need for approval 
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arranged a medium, “the guarded gaze,” to estimate what she felt 
her parents demanded from her so that she could remain in their 
good graces. Since so little was forthcoming from them, she re- 
quired constant “guarding” of herself to “eke” out a minimum of 
approval—or, rather, she employed this means to diminish their 
disapproval. In her demeanor she tried to solve her problems 
through pronounced suppression of all her emotions. Her “outer 
eye” informed her that her parents were demanding “worship and 
subjugation” from her; her “inner eye or severe conscience” forged 
her whole person into an “automaton” that complied instantly with 
all the requirements of her parents. 

A second patient with a guarded gaze presents a seemingly op- 
posite clinical picture. He suffers from uncontrollable outbursts 
of temper that disturb his business, family, and social life. He is 
domineering, frequently belligerent, suspicious, fault-finding, im- 
pulsive, and highly excitable. When “things become unbearable,” 
he will “run away” from the situation by avoiding meeting the peo- 
ple involved, or by other devices such as going off to the country, 
gambling, ete. He has a guarded and partly averted gaze. He is 
most sensitive to the reactions of others, and imagines he sees in- 
cessant rejection. To compensate for his feelings of insignificance, 
he employs his highly-suppressed hostility to bolster himself by 
becoming domineering, by belittling and by displaying “wise 
guy” behavior. He demonstrates a type of “bristling” guarded 
gaze which is obviously offensive as well as defensive. His eyes 
behave as if they project pointed bayonets at those approaching 
him; in this fashion they, so to speak, ward off “all oncomers.” 

The guarded gaze is a highly activated gaze. It attempts to re- 
solve inner difficulties through its very activity but must fail be- 
cause of the vicious cycle of restrictions it imposes. The dynamic 
nature of this disorder is indicative of a strong attempt of the ego 
to “handle” the conflict. The very reactive nature of the ego in 
its struggle against the desperate sensitivities is indicative of some 


healthy structure and offers a less hopeless type of prognosis than 
that of the absent and averted gazes. 


The Absent Gaze 
The absent gaze is the most common gaze abnormality. As the 
name indicates, there is a blank, or “no” expression in the eyes and 
they are usually more or less fixed, giving the appearance of a 
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“doll’s eyes.” At intervals there may be alternating guarded, dra- 
matic, or averted gaze manifestations. Diagnostically, the absent 
gaze is indicative of a severe borderline neurosis, usually accom- 
panied by psychotic features. Whenever the gaze is totally blank, 
and associated with a masked facies and dull, inexpressive voice, 
the individual is schizophrenic. 

This type of gaze walls the individual off from reality. There 
is very little exchange of emotion. The affected person says that 
he feels estranged and separated from those about him, Uncon- 
sciously, he feels “protected” from the demands of those about him. 
He automatically staves off frustrations, since he does not ap- 
proach anyone. The setting for “living in a world of his own” is 
well arranged with this abnormality. Since the clinical material 
and dynamics of this disorder require a long presentation, it is 
proposed that a separate paper be used for this subject. As an in- 
troduction, however, it is important to evaluate the remarkable 
reparative arrangements of the human psyche that are involved 
in the absent gaze. Here, a partial “fantasied return to the womb” 
and a cutting off from reality is arranged in a fixed blank gaze that 
“immunizes” or “insulates” the individual against all extraneous 
influences. 


The Averted Gaze 


This type of disorder has been treated in detail in a previous 
paper.” In persons manifesting it, there is also a “concomitant 
turning away of the body and an aversion of the whole emotional 
being.” The prognosis for these patients is not good. They tend 
to withdraw all the more when responsibilities come their way; and 
they can be relatively comfortable only when they do “nothing” and 
avoid “contact” with reality. The underlying disorder usually be- 
comes progressively worse, with periods of disturbances requiring 
hospitalization. The fixed, averted gaze is indicative of a schizo- 
phrenic disorder, usually catatonic. 


Discussion 


From the material presented on the gaze, it is apparent that a 
great deal of psychopathology is firmly entrenched within the vari- 
ous gaze abnormalities. It is to be pointed out first and foremost 
that the “walling-off” produced by the gaze serves to discolor real- 

*Riemer, Morris D.: The averted gaze. PsyoniaT. Quart., January 1949, 


OCTOBER—1955—J 
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ity permanently for the affected person. He cannot possibly see 
the world as it is, but only as it appeared to him in his childhood, 
full of all its traumatic implications. This interpretation of out- 
side objects continues to delimit his activities and human relation- 
ships. Second, there is a pronounced interference with the ability 
to absorb feelings from other human beings because of the neces- 
sary limitation of contact, and also, by the same token, an inability 
to emit feelings from within one’s self. Human relationship is 
hampered and operates at a relatively inefficient level for the indi- 
vidual. A third finding is that the gaze serves as a depository of 
co-called “congealed” hostility. By avoiding or disregarding those 
about him, through the withdrawal effected in the various gazes, 
the individual displays an attenuated form of hostility; he seems 
to “eke” it out of himself at a low ebb. In the guarded gaze this 
phenomenon is openly evident. The gazer’s hostilities can be traced 
to the stifling childhood environment where the child is not per- 
mitted to give open expression to his animosities but covertly in- 
jects them into his gaze. This avenue of expression is not obvious 


to the parents, and is not subject, therefore, to reprimand; nor 
does it become conscious to the patient; it, therefore, provides a 


“safe” 


outlet for the heaped-up aggressive drives. 

The “walling-off” process, inability to commune with the next 
person, and the negative reaction pattern built into the gaze help 
to maintain the weak ego within the bounds of its own limited ca- 
pacity. In other words, the gaze is a safety device which prevents 
the immature psyche from becoming overtaxed or expended. When 
these “dams” fail to hold back the flood of realistic exigencies, the 
weak ego is swept into an acutely confused, and disorganized state. 
These defensive structures are designed for the self-preservation 
of the individual. It is understandable how difficult it is to “move” 
the narcissistic neurotic into a new “design for living.” He feels 
that any new approach to reality is precarious. His anxieties in 
this direction are not unfounded for heroic methods of treatment 
may suddenly precipitate him into a chaotic state. The avoiding 
of “analytic” therapy, or “letting sleeping dogs lie,” is frequently 
the recommended procedure. There is real difficulty when at- 
tempts are made to tear asunder the individual’s defenses without 
adequate support for his stumbling ego. The study of the gaze 
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and its management, bridges the gap in the therapeutic armamen- 
tarium. 

One can gee, in the phenomena of repression and of insight, mech- 
anisms not unrelated to the gaze. In repression, the ego “blinds” 
itself to disturbing instinctual drives; in the progress of “gaining 
insight” the ego is enabled to look into or cease “blinding itself” 
from its repressed forces. In these very apperceptive processes of 
the ego, a vital limb is attached to the gaze which can in varying 
degrees blot out or blind the person—to his inner strivings as well 
as to the outside world. In dealing with the gaze, therefore, one 
has more direct access than by other means to the forces respon- 
sible for the development and strengthening of the ego. 

The therapeutic process, in order to be effective, must radically 
alter the whole pathology centered in the distortions of the gaze. 
In the usual couch procedure, the gaze can hardly be evaluated, nor 
can the therapist’s gaze be employed as a means of communication 
with the patient. With the more natural face-to-face set-up, it is 
necessary to become aware of the role the gaze plays in the indi- 
vidual’s life as well as in the analytic situation. The use of the 
transference relationship should include the gaze as a vehicle for 
supportive therapy. The healthier and positive-toned gaze of the 
therapist provides an encouraging human touch to the patient’s 
weakened and imprisoned ego. The actual experiencing of the in- 
terest and understanding that are embedded in this affect-laden 
organ for the patient stimulates quicker and strong transference 
reactions in negativistic individuals who could not be approached 
or “handled” through the usual techniques. 

In the severe neuroses, where insufficient object-relationship pre- 
vents the development of a strong positive transference, every pos- 
sible measure should be employed to strengthen the ego structure. 
The role of the visual apperception of reactions of those about him 
is most important for the child as a means of naturally “imbibing,” 
so to speak, the supporting parental influences. Following this 
pattern in the developmental process would seem, therefore, appro- 
priate in the analytic procedure. This would appear “all the more 
in order” for the weak, insecure ego. 


A general discussion of these disorders is incomplete without a 
reference to the “threatening power” of the gaze. The very hos- 
tilities resident in the abnormal gazes react adversely or trau- 
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matically on the recipients, especially infants and children. The 
so-called “accusing, watchful eye” of the parent exercises a tor- 
menting and stifling oppressiveness in the ego development of the 
offspring. The child, unable to withstand the crushing glare, learns 
to immunize himself through an appropriate arrangement of his 
anxious and hostile emotions within his own gaze. 


CONCLUSIONS 

1. A classification of the abnormal gaze is herein presented, 
with a brief survey of the findings, diagnoses and dynamics in- 
volved. 

2. The utilization of the interreaction of the gazes of patient 
and therapist provides better possibilities than otherwise for the 
development of the weak ego. 

3. A cursory discussion of the technique, employing the gaze 
phenomena, lists a number of the basic forces needed to influence 
the rigid negative patterns in the severe borderline neuroses. 


4. Prognostic features in the specific gazes are indicated. 


5. A phenomenonological concept of ego delimitations through 
the gaze structure is discussed. 


410 Kastern Parkway 
Brooklyn 25, N. Y. 
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B—DOREMI 


It is not an accident—for the human mind does not admit of such 
accidents—that Apollo, the god of healing, and Apollo, the god of 
music, are the same. It is of at least symbolic interest, too, that 
he is the god of sunlight and enlightenment, and that—considering 
today’s laboratory role of mice for diagnosis and testing, a sort of 
modern divination—there appears to have been at least one shrine 
to Apollo Smintheus, or mouse Apollo, where the god in mouse 
form may have delivered prophecies and oracles.* (Or maybe 
Apollo Smintheus was the destroyer of mice and thus the first pub- 
lic health specialist. ) 


Be these things as they may, the Apollo to whom we address 
the Oath of Hippocrates, the father of Asclepias the physician, 
the god of medicine, is also the god of the seven-stringed lyre, the 
musician who outplayed Pan’s pipes and Marsyas’ flute (and 
skinned Marsyas alive afterward for having dared to compete with 


him). Medicine and music were one—or at least the attributes of 
one god—on Olympus. Music and medicine had been one long be- 
fore Olympus, in the chants and incantations of the first medicine 
men in the murky deeps of unrecorded antiquity. 

There seems to have been at least a loose attraction between mu- 
sic and medicine ever since. There may be no statistics to sup- 
port a theory that doctors are more musical than other people, but 
it is a widespread impression. Doctors’ orchestras are common. 
And—again this is an impression, not a statistical report—doctor 
after doctor whose biographical sketch has appeared in this Quar- 
TERLY has reported interest in musie among his avocations. There 
have been tympanists, organists, horn-players, and, among simple 
listeners rather than players, earnest followers of the symphony 
orchestras and serious hi-fi enthusiasts. One should make a bow, 
too, in the direction of the physician who would be happier playing 
a saxophone in a dance band than doing anything—but anything 
medical, and his colleagues who are addicted to hit-parade melo- 
dies. It would be interesting, and just possibly scientifically profit- 
able, to survey occupational interest in music and see if larger pro- 


*Graves, Robert: The Greek Myths. Vol. I, p. 80. Penguin Books. 1955, 
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portions of physicians could not be found among the interested 
than could be found among lawyers, carpenters, chemists or office 
managers. It may be an educated guess that such larger propor- 
tions could be. 

If everybody talks about the climate and nobody does anything 
about it, so almost everybody has talked about music and medicine, 
and almost nobody appears to know anything about it. Doris Soi- 
belman* reports on an extensive survey of the literature she made 
11 years ago. “It soon became apparent,” she says, “that many of 
the articles which lauded the efficacy of music therapy were written 
by people whose knowledge of the subject was confined to an inter- 
est in music and who wished to bring to the hospital patient a meas- 
ure of the relaxation and enjoyment that they themselves experi- 
enced when playing or listening to music. Little attention was paid 
to the medical aspects of the problem.” Her bibliography covers 
36 pages, more than 400 titles, including citations from the French 
and German literature, a respectable small library for a subspe- 
cialty of a medical subspecialty, occupational therapy—for it is 


chiefly to occupational therapy, sometimes to recreational, that 
mental hospital music is generally assigned. 

But this respectable little library will not bear close inspectior . 
It includes material on the industrial use of music as well as medi- 
cal, and it has many publications which mention therapeutic music 
merely in passing. It includes, for example, an article published 


in this journal.** Its authors, discussing convulsive disorders and 


occupational therapy, note among many other things that they 
“have found patients who suffer from chronic convulsions to be 
particularly interested in music and dramatics, that these two 
branches of occupational therapy seem to be able to maintain the 
attention of these persons more substantially than do some of the 
other forms of therapy and, of course, in this way, music and dra- 
matics have a marked tendency to decrease the habit pattern of 
such individuals.” This is a good clinical observation, jotted down 
almost offhand, probably significant, certainly useful, but con- 
veying little more scientific information than can be derived from 

*Soibelman, Doris: Therapeutic and Industrial Uses of Music. 274 pages with index 
and bibliography. Cloth. Columbia University Press. New York. 1948, 


**Doolittle, G. J., and Davis, M.: Convulsive disorders and occupational therapy. 
PSYCHIAT. QUART., 17:3, 508-519, July 1943. 
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the unprofessional observation, made in medieval Mohammedan 
madhouses, that music seemed to quiet agitated patients. 

To quote Soibelman again* (and she will be referred to exten- 
sively in the course of this comment) : 

“The idea of music as therapy is rooted in antiquity, when activi- 
ties were more often guided by ritual, and because music played so 
large a part in ritual, it was but a step from music in medicine to 
music as medicine. 

“When the benefits, if any, were attributed to music itself, the 
patient was usually a person who was fond of music. However, 
each report of a favorable influence, no matter what the reason, 
served to create a seemingly formidable amount of evidence, in 
spite of the fact that later writers merely reported the same ‘cures.’ 
These isolated instances were so oft reiterated that they came in 
time to be accepted as proof that music per se is a therapeutic 
agent.” 

Our ideas of music therapy, it seems, are too often impression- 
istic. Somebody has observed acutely that we always recall the 
time when “David took an harp, and played with his hand; so Saul 
was refreshed, and was well, and the evil spirit departed from 
him,”** and forget the occasions when David’s music therapy was 
less successful and Saul hurled javelins at him.t There were at 
least two such occasions—David being a courageous fellow, and 
maybe slow to take a hint. 

One can perhaps speculate usefully—and the fact that it is the 
sheerest speculation should be emphasized—on this 3,000-year-old 
tale of madness and its treatment. For untrained observers, the 
scribes of Saul’s day (or the editors of a few generations later) 
have given an unusually clear clinical picture. It is so clear that it 
is generally accepted that the “evil spirit” that possessed Saul was 
some variety of depression—perhaps agitated—manic-depressive 
or involutional. And there are unmistakable paranoid elements in 
the spirit that swayed his later years, bathing Israel in the blood of 
civil and foreign war until Saul fell on his own sword in the great 
battle with the Philistines on Mount Gilboa. 

Now neither a psychotic depression nor a paranoid condition is 
anything to be relieved in one easy music lesson. What was af- 

*Soibelman, Doris: Ibid. 


**] Sam. 16. 23. 
+1 Sam, 18. 10, 11; 1 Sam. 19. 9, 10. 
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fected was a symptom. The king apparently got symptomatic re- 
lief once—and his symptoms were exacerbated at least twice to the 
point of his attemptir;; homicide. His stormy reign thereafter cer- 
tainly does not testify to any permanent improvement; and suicide 
always arouses suspicion, even rationalized, as the wounded Saul’s 
was, by fear of capture, torture and mutilation by his enemies. 


Where one may profit from pondering this story lies in the 
wealth of detail it fails to convey. We are told only that David 
played for Saul on the harp; we do not know what he played or 
how he played. We do not know if he played lively music to lift 
the king’s heart or soft music to soothe royal “jitters”; we do not 
know whether he played the same composition each time or two or 
three different compositions. There is no suggestion that he sang 
or danced as he played but no statement that he didn’t. There is 
no note as to his costume; he could have worn colors calculated to 
soothe and colors or ornaments on different occasions which might 
send a psychotic into a rage. The Bible does note that his success 
as a music therapist came when David was an obscure shepherd 
boy; Saul took up spear-throwing after his harpist had become a 
national hero by killing Goliath. Maybe the evil ego of the king 
had as much to do with his javelin practice as had any evil spirit. 
Or, since music was so often associated with ritual, as Soibelman 
points out, was the ritual effective in impressing itself on Saul the 
first time and ineffective the other two—with the music totally ir- 
relevant? 

This magnificent paucity of detail does not, of course, character- 
ize all instances of reported music therapy. But it is a good illus- 
tration by way of horrible example. For instance, a report may 
note that the playing of “soft” music is followed by improved be- 
havior on the part of 40 per cent of the patients listening to it. The 
behavior of the other 60 per cent may not be reported, or the pa- 
tients may not be described beyond the general word “disturbed.” 
Or the tempo of the “soft” musie may not be given, or its type. Is 
it Bach, played by an orchestra with heavy accentuation on the 
strings, or is it folk songs, rendered “moanin’ low”? What mu- 
sical background, as distinguished from general, does the audi- 
ence of patients have? And is improvement maintained or in- 
creased with repetition of the music? 

There have been earnest attempts to better this sort of medical 
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impressionism. A recent publication on music therapy reprints 
papers from 13 scientific and one musical journal, presenting more 
than 30 articles on the subject, some of them of high scientific ob- 
jectivity and validity.* They include studies of psychological and 
physiological effects of various employments of various types of 
music, from experiments with the mentally disturbed to the em- 
pirically justified use of music in the operating room—a use de- 
veloped by experiment at Duke University. There are vigor, imag- 
ination and an encouragingly wide range of activities in these re- 
ports. Henrietta Price and her co-workers used music in the oe- 
cupational therapy department of Sheppard and Enoch Pratt Hos- 
pital in conjunction with electric shock therapy.** Reese reports a 
catatonic schizophrenic girl whose pulse rate was accelerated from 
80 to 162 when she heard a waltz tango, and an epileptic patient in 
whom a grand mal seizure was apparently precipitated by “about 
21% minutes of ‘It Might as Well Be Spring.’ ”+ But while Price, 
Mountney and Knouss “believe our results have been most encour- 
aging” . . . “we have used no control groups.” And Reese con- 
cludes: “. . . in our efforts to use music as a therapy we must ob- 
serve the effects of music upon the patients’ emotional responses 
and study patients at programmed musical activities carefully and 
select equally sick groups for therapeutic music sessions afterward 
to obtain resocializing effects by emotional outlets.” It would be 
both unkind and unfair to dismiss this with the lofty Shakespear- 
ean observation, “signifying nothing”; the contents of both reports 
manifestly signify something, but the conclusions manifestly do not 
signify much. 

This journal itself has chronicled similar material. Mary Jane 
Preston, reporting on work at Pilgrim (N. Y.) State Hospital,t ob- 
serves that music “soothed and relaxed” patients who were having 
electric shock treatments and that, “The atmosphere of the entire 
ward was changed for the better.” She found “definite improve- 
ments in appearance and in behavior” in 23 of 36 patients of vari- 


*Podolsky, Edward (editor): Musie Therapy, 335 pages. Cloth. Philosophical Li- 
brary. New York. 1954. 

**Price, Henrietta G.; Mountney, Virginia; and Knouss, Ruth: Selection of music to 
accompany electroshock therapy. In: Music Therapy. Op. cit. 

+Reese, Hans H.: The relation of music to diseases of the brain. In: Musie Ther 
apy. Op. cit, 

$Preston, Mary Jane: The organization of a musie program as a rehabilitation meas 
ure for the mentally ill. PsyvomiaT. Quart. SupPPL., 24:1, 1950. 
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ous types used as subjects for music periods with selections rang- 
ing from folk songs to symphonies; and she reported that the “psy- 
chological effect” of a program of concerts, given for a group of 
about 40 patients, “was observed to be good.” 

This sort of thing is excellent clinical observation. But it is of 
rather limited usefulness. It is not quite so bad as an observation 
that, “Drugs are effective in pneumonia,” without specifying what 
drugs or what types of pneumonia; but it is of that general charac- 
ter. It would be impossible to duplicate the Preston experiments. 
And, as in many if not most instances of music theray, she reports 
no controls. 

A different—and promising—type of investigation into music 
and mental disorder is reported by Raymond B. Cattell, who is re- 
search professor in psychology at the University of Illinois.* Cat- 
tell and his associates have been studying musical preferences with 
a view to making personality diagnoses. They have factored a 
large number of musical themes and have tested them on normals 
and psychotics. They find significant differences between the mu- 
sical preferences of normals and mental patients and significant 
differences between various mental syndromes. It seems probable 
that this is a new instrument of some diagnostic importance. Pro- 
fessor Cattell tells this Quarreriy** that he feels strongly “that 
this research needs to be followed up, but it needs to be followed 
up by a laboratory independent of our own, in the interests of sci- 
entific fairness, and in order that psychiatrists may get a proper 
evaluation of the value of this instrument in their work.” 

One has the feeling at times that the psychiatrist is only too 
likely to shrug, “Oh, another diagnostic test . . .” But it may be 
pointed out that, though many tests may point to a single diagno- 
sis, they show many more than a single thing about the condition 
thus diagnosed. If the Rorschach and the Wechsler-Bellevue both 
point toward paranoid schizophrenia, they tell different things 

“Cattell, Raymond B., and Saunders, David R.: Musical preferences and personality 
diagnosis: I. A factorization of one hundred and twenty themes. J. Soc. Psychol., 39, 
3-24, 1964. 

Cattell, Raymond B., and Anderson, Jean C.: The measurement of personality and 
behavior disorders by the I. P. A. T. Musie Preference Test. J. Appl. Psychol., 37:6, 
446-454, 1953. 

Cattell, Raymond B., and Anderson, J. C.: The I, P, A. T. Music Preference Test of 


Personality. Institute for Personality and Ability Testing. Champaign, Ill. 1953. 
**Cattell, Raymond B.: Personal communication, November 21, 1955. 
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about the affliction. A great deal of both theoretical and practically 
useful knowledge about mental disorder has been gained from the 
personality tests. It may be wondered if the Rorschach, for one, 
has not been as useful in helping us map psychopathology as it has 
been in diagnosis. Music has its intellectual aspects, particularly 
for the musician; for the ordinary listener, it is almost pure affect. 
Could not the study of this applied affect—as shown by this new 
diagnostic test—be most useful for the light it might cast on psy- 
chopathology? And if something can be learned from this person- 
ality test as to musical likes and dislikes in the various disorders— 
and apparently there are characteristic patterns—could not this 
knowledge be applied for the scientific selection of music for thera- 
peutic purposes ? 

Another promising scientific inquiry was conducted in Kentucky 
and at Syracuse University by Professor Alexander Capurso, di- 
rector of the Syracuse School of Music.* Professor Capurso has 
been working, with some success, to measure the emotional impacts 
on listeners of music selected according to mood categories.** 


Cultural influences and factors like age will complicate arrival at 


definite conclusions here; but, apparently, in music as in the 
Rorschach, there are preferences and forms of expression which 
point to the principal mental disorders. If we can tell what they 
are, we may be able to use them to influence the disorders to which 
they point. Or there might be negative value in pointing toward 
what to avoid. Any music therapist today employs “common 
sense” and rule of thumb selection methods. It is difficult to imag- 
ine one who would play Wagner’s Valkyrie music to soothe an au- 
dience of manics or excitable paranoid patients. But this sort of 
avoidance is based on the therapist’s personal impression, at best 
on the most general kind of observations. 


Too many of our carefully reasoned and soundly argued conclu- 
sions on music as therapy have no better than this impressionistic 
basis. Scientific dress is no warranty against impressionism. Con- 
sider some comment by Ira Altschuler, who has repute as a good 


*Both this and Profossor Cattell’s study have had the support of the Music Research 
Foundation, Inc., an organization to advance scientific research into music as an adjunct 
to medicine, 

**Capurso, A. (and four associates): Music and Your Emotions. Prepared for the 
Musie Research Foundation, Inc, Liveright. New York. 1952. 

Capurso, A.: Does music mirror emotion? Musie J., XII:3, 23, March 1954. 
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clinical observer and a patient scientific worker.* “Music,” says he, 
“even more than prose or drama, presents an opportunity for 
stifled emotions to find vent, by means of voluminous body rhythm 
and motion. Listening to Rimsky-Korsakov’s ‘Ivan the Terrible,’ 
for instance, is found to have some effect in relieving sadistic im- 
pulses, even if the listener may not be aware of the plot. And one 
can mourn the death of a dear friend with less grief listening to 
‘Asa’s Death.’ Mood music has the capacity to objectify personal 
sorrow: to shift it into ‘world sorrow’ which is, of course, easier 
to bear. The music of Richard Wagner, who had himself been dis- 
appointed in love, provides an example of this. The groping, mor- 
bid, unsatisfied phrases, building towards tremendous climaxes 
which never arrive, represent extreme frustration, thus providing 
an outlet for those in similar situations. Also, happiness and gay- 
ety can be accented by mood music.” 


Vith no disrespect whatever to Dr. Altschuler, this is not scien- 
tific observation. It is a vividly phrased series of impressions 
which may not even be any kind of observation. It describes not 


general but personal reaction—of the writer, of friends, of the mu- 
sically-educated concert-goer, of some patients he has known, per- 
haps—there is no proof offered, no objective standard of compari- 
son presented, To criticize his conclusions is to fall into his own 
error, by citing one observation against another; but it is an un- 
avoidable error if the lack of soundness of the method is to be dis- 
cussed at all. Admitting, therefore, that the objections are no bet- 
ter founded than the original conclusions, one may dispute the re- 
lief of sadistic impulses by the music of Ivan the Terrible in the ab- 
sence of anything resembling proof. One must first adduce evi- 
dence that there is general recognition of a sadistic theme in Ivan; 
one must realize that most hearers are musically naive; and one 
must be prepared to show that the music of Jvan has a generally 
recognized significance among even the naive, and is not among the 
compositions subject to an almost unlimited variety of uneducated 
misinterpretation. Finally, one must show that—if it meets these 
tests—it relieves, not intensifies, sadistic impulses. (Music can 
certainly awaken and intensify sleeping impulses to the point of 


*Altechuler, Ira M.: The organism-as-a-whole and music therapy. In: Musie Therapy. 
Op. cit. 
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action—-witness the old soldier who joined the army because he 
“heard a band.”) 

It is proper to ask just who can mourn the death of a dear friend 
with less grief when listening to Asa’s Death. There are persons 
to whom Asa’s Death does not seem particularly mournful music. 
(They may simply like Grieg.) And there are certainly some—here 
is a generality as broad as any of Dr. Altschuler’s—who, if they do 
recognize it, will find grief intensified, not relieved. One hesitates 
to think that any of us who are rule-of-thumb music therapists 
would prescribe Asa’s Death for an audience of depressed pa- 
tients; there might be attempts at suicide. 

Similarly, whose frustration is relieved by what Wagnerian 
music? Some of the tremendous climaxes to which Altschuler re- 
fers do arrive. Many ordinary listeners to Wagner would contend 
that most of them arrive; they certainly do in the “Ring” operas 
and in Tannheuser. Who would select what from Wagner to com- 
fort persons disappointed in love? 

To what patients does one play the Wagnerian selections that 
many psychiatrists—Altschuler is not concerned here—are so 
ready to label grandiose and paranoid? Wagner himself was cer- 
tainly grandiose and paranoid ; his music certainly reflects his per- 
sonality; but does that make his music itself grandiose and para- 
noid? Can his grandiosity and paranoia make true grandeur and 
magnificance less grand and magnificent? 

There is a temptation to hurl psychiatric mud pies at artistic 
creations. If Leonardo’s personal abnormalities are not evident in 
his work, Goya’s psychosis is perfectly apparent in his. In litera- 
ture—Baudelaire, Poe, Swinburne, Wilde, not to mention contem- 
poraries-—the list is endless. In music, one finds characterizations 
like a psychoanalyst’s description of Tschaikovsky’s Pathétique as 
“the perfect wail of the homosexual.” No doubt it is; and no doubt 
the observation is interesting, and probably pertinent to some- 
thing. So, no doubt, is the report (true or false) that Rach- 
maninoff composed his Piano Concerto No.2 in C Minor under 
post-hypnotic suggestion in a psychotherapeutic effort to treat a 
depression. 

The questions of Wagner’s, Tschaikovsky’s and Rachmaninoff’s 
disorders are raised here because there might very well be study 
of whether or to what extent the mood in which a musician com- 
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poses a theme can affect the mood of its hearers. One suspects 
that the effect can be vastly over-rated. There are probably mil- 
lions who love the great Wagnerian creations and are not rendered 
paranoid thereby. And certainly the uncounted multitudes who en- 
joy the Pathétique are not all wai ‘ng homosexuals. But these are 
presumably normal reactions by persons fond of music; are they 
valid for abnormal personalities who may or may not be fond of 
music? 

It may be suggested, too, that in sweeping panegyrics about mu- 
sic therapy, cultural, social and individual differences are too gen- 
erally minimized. Massachusetts and Alabama listeners would cer- 
tainly react very differently to Dixie and John Brown’s Body, to 
say nothing of Marching Through Georgia—and the music of these 
songs, as music, would have nothing to do with it. How much the 
musie has to do with it is also a question in the case of the opera 
lover versus the Philistine who contends that in opera the music 
spoils the acting and the acting spoils the music—there is likely to 
be wide variance here in cultural backgrounds. And how does one 
prescribe music for a group of patients made up of: (1) former 
season-ticket holders to the New York Philharmonic Symphony; 
(2) be-boppers; (3) hymn-singers; (4) Gilbert and Sullivan ad- 
dicts; (5) brass band followers; (6) devotees of “country” music; 
and (7) lovers of the sentimental ditty like Moments to Remember, 
or, to go back 30 years, The Rosary and Little Gray Home in the 
West? What does one do with the unreconstructed Seot whose 
idea of music is a hundred pipers skirling the Cock o’ the North? 
And what about the frequently encountered tune that leads a dou- 
ble life? The Girl I Left Behind Me or The Battle of Boyne Water? 
Gilbert’s Duke of Piazza Toro or the American navy’s ribald Cris- 
tofo Columbo? Maryland, My Maryland or O Tannenbaum? Amer- 
ica the Beautiful or Beulah Land? Any unimaginative college’s 
alma mater song, or the detestable Deutschland iiber Alles? The 
same music in each case, isn’t it? But by no means the same affect. 

Many discussions of music therapy appear to assume that what 
is good for one is good for another. And one can find the same as- 
sumption, with reference to music, in many discussions of “total 
push” or similarly distantly related subjects. The literature is 
crowded—and rightly so—-with such instances as widespread im- 
provement on a ward where the patients get together and take 
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pleasure in singing the old-time hymns. But there are patients to 
whom hymns are depressing or unpleasant; one can have a phobic 
reaction to a hymn. 


It is probably a justified impression that such matters as group 
and individual difference in affect have been too little considered 
in broad discussions of the therapeutic value of music. The ques- 
tions raised here do not represent an attempt to be exhaustive or 
to tabulate possible differences in reaction based on social and per- 
sonal factors. They are meant to suggest rather that such an at- 
tempt should be made. And possibly Cattell’s preference test could 
suggest points for beginning. At least it reveals enough disparity 
of taste among the psychiatric syndromes to suggest careful selec- 
tion of groups for music therapy. One would not select for the en- 
joyment (not necessarily the therapy) of the mental patient pre- 
cisely the same program his presumably normal therapist would 
enjoy. One would select a different program for the manic than 
for the schizophrenic, and a different one for the paranoid patient 
than for the schizophrenic in general. 


We are all aware that successes commonly attributed to music 


therapy can be due to other—perhaps coincidental—factors. Con- 
sider the slide trombonist in the hospital band. He plays away 
happily in virtually his first nondestructive, nonviolent activity in 
years. But is he being benefited by the music he hears, by the mu- 
sic he produces, by the rhythm, by the group activity, or by the 
simple and beautifully symbolic action of continuing to slip some- 
thing in and out of something? We may think he is benefited by 
“music therapy” and place him on the credit side of the account. 
But is he? Similarly, consider the patient dropped from the musi- 
cal therapy group as a failure. Is it the music that has failed to 
help him, or is it the particular kind of music? Or is the effect of 
the music indifferent or actually beneficial and the effect of being 
in a group harmful? Is the patient allergic to boogy-woogy? Or 
is he allergic, not to a theme or a mood but to an instrument—to 
the loud voice of the brass perhaps or the scrape of the bull fiddle? 

This Quarrerty would like to see a research program that aims 
to answer these and thousands of other questions. It would have 
to be conducted simultaneously and under agreed-upon conditions 
at more than one institution. It would have to be co-ordinated, if 
not directed, as a multi-disciplinary program, with the participa- 
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tion of psychiatrists, neurologists, psychologists, and sociologists, 
besides musicians of all the current schools. Such a group could 
do with a few critics, to give something approaching an audience 
point of view on things musical from Bach to Calypso-singing; 
and, because of the inter-relationship of things musical and things 
religious, from the synagogue cantor to the Gregorian chant, par- 
ticipation by the clergy would be weleome. This is a projected or- 
ganization something like the one that made up the Research Con- 
ferences on Psychosurgery—something like that in scope and effort 
might be needed, though nothing like that in regard to expense. It 
is probable that scientific inquiry into music as therapy could be 
directed and developed at a fraction of the expense involved in any 
great recent research effort, from experimentation with psycho- 
surgery to trial of reserpine and thorazine. The work could be 
much more easily carried out and could easily cover more patients 
over wider territory. A research program of this sort would well 
deserve the aid of some foundation and might well expect the sup- 
port of both musicians’ and music-lovers’ organizations. It is the 
sort of thing that might be undertaken by a public research organi- 
zation, or by a private research group with co-operation by public 
institutions. 

The attitude most needful for such an inquiry is the placing of 
emphasis on therapy. The aim of music therapy must be therapy, 
not music. The aim is neither to entertain the patient nor to edu- 
cate him to appreciation of good music—though both may be inei- 
dental gains—it is to cure him or alleviate his condition. Soibel- 
man observes :* “The use of music is urged most by those who are 
themselves musical. . . . Music is said to influence the rate of cer- 
tain physiological processes, such as blood pressure, respiration, 
and heartbeat. Those who cite experimental results as favoring 
the use of music in therapy are prone to refer to any such work re- 
ported [work showing influence on physiological processes], even 
though some experimenters employed obsolete methods or based 
their observations on only one subject and in a situation that had 
no bearing on the current problem. Although some observers also 
noted adverse effects, these observations are often ignored.” 

Music therapy, one thinks, should be approached with the same 
open mind with which psychiatry approached psychosurgery. Many 


“Soibelman, Doris: Therapeutic and Industrial Uses of Music. Op. cit. 
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psychiatrists originally and openly expressed bias against psycho- 
surgery yet made every effort to inquire into it objectively and as- 
sess it impartially. It should be no more difficult for the many psy- 
chiatrists who are biased in favor of music therapy—because they 
themselves are musical—to inquire into it objectively and assess it 
impartially. 

We have, to begin with, at least a few firm facts by which to jus- 
tify a priori extensive examination. First, mental disease is a dis- 
ease of the emotions, the affects; there is some variety of disorder 
of affect in every mental disease with which we are acquainted. 
Second, man’s whole dealing with music is primarily affective; mu- 
sic is an emotional and an affective experience from the earliest 
chants of the priest-medicine man to the most sophisticated mod- 
ern concerto, and from the ancient cadence of the drums and horns 
which first inspired columns of marching men to Dorothy Collins 
and her television hit-paraders. In historical, poetical and musical 
annals down the centuries, there is eloquent evidence to this effect. 
A relationship between music and the course of mental disorder is 
one of those things which many suppose to be demonstrated by or- 
dinary observation—and it probably is. And there is at least a 
little sound clinical evidence, though not enough to justify the na- 
ture and extent of some of the sweeping conclusions sometimes 
drawn from it. There is enough smoke to indicate fire somewhere, 
though the what, where, how and why of the burning are largely 
matters of speculation. 

All this adds to an impressive case for carefully planned and 
skillfully directed examination. After several thousand years of 
talking, it is time to learn what we are talking about. The resources 
to find out are available—musical, psychological, psychiatric—if 
we can only agree first that our ignorance is considerable and then 
make the further more difficult determination to do something 
about it. 


OCTOBER 
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Medical Research. A Midcentury Survey. Vol. 1: American Medical 
Research in Principle and Practice. 765 pages. Cloth. Vol. II: Un- 
solved Clinical Problems in Biological Perspective. 740 pages. Cloth. 
Esther Everett Lape, member in charge, and associates. Published for 
the American Foundation. Little, Brown. Boston. 1955. Price 
$15.00. 


Medical Research reports the results of a 15-year survey of investigation 
and progress in the field of medicine. 

Volume I covers the tools and the organizations: universities and medical 
schools, foundations, institutes, industrial research, governmental research, 
and the work of the voluntary health societies. The New York State De- 
partment of Mental Hygiene’s research into mental disorder is covered 
here. The volume is concluded with a discussion of the scientific literature 
through which research results are ‘‘cleared.’’ A list of major sources 
covers 23 pages. 


Volume II covers 10 fields of research into as yet unsolved clinical prob- 
lems. Two are distinctly psychiatric, aleoholism and schizophrenia, and 


there are important psychiatric aspects in two others, arteriosclerosis and 
hypertension. The other subjects are metabolism, cancer, infertility, the 
rheumatic syndromes, tuberculosis, and viruses and virus diseases. There 
are 40 pages of major sources for the material in this volume, a tabulation 
described by the editor as a ‘‘highly selective list.’’ 

The orientation of this exhaustive study is biological. The introduction 
expresses the belief ‘‘that the heart of the matter is the need of supporting 
and expanding research in medicine as a life science involving the whole 
field of biology and the contributions, in theory as well as in instrumenta- 
tion, of chemistry, physics, mathematics.’’ 

A very fine job of editing and reporting has been done by Esther Everett 
Lape, member in charge, and her associates. They were able to call on a 
committee of 26 outstanding scientists as consultants. The resulting survey 
is, therefore, necessarily authoritative. In spite of its publication in more 
than 1,500 pages in two volumes, it represents a tremendous feat of digest- 
ing and compressing. The material, without compression, could easily make 
a large encyclopedia. The editors give a thorough and enlightened discus- 
sion of current basic research tools and research concepts. They discuss 
the roles of philanthropy and government, of medical education, of social 
concepts in medical practice and education, and of the scientist as a citizen. 

As far as this reviewer can determine from the fields with which he is 
personally familiar, they have done an astonishingly objective job. The 
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discussion of present research in schizophrenia is notable for this objectivity 
and for its apparent completeness. The problems of genetic vs. psyeho- 
dynamic etiology are taken up and present lines of research are sketched. 
The book notes, with no perceptible bias whatever, today’s apparent trends 
toward belief in some hereditary tendency for the development of schizo- 
phrenia and toward emphasis on psychodynamiecs in actual research. Psy- 
chosurgery is covered adequately, its equivocal results noted, hormone and 
metabolie research covered, and the very recent developments of pharma- 
cological treatment with Rauwolfia and chlorpromazine discussed, This is 
a thoroughly reliable and apparently complete survey of today’s basic in- 
vestigations into schizophrenic disorders. 

These two volumes as a survey belong in any library where students are 
being taught or young physicians are being trained. In the fields that they 
cover—and many medical specialties are necessarily omitted—they should 
also be valuable for reference, although their usefulness in this respect is 
lessened by lack of an index. 


Genetics and the Inheritance of Integrated Neurological and Psy- 


chiatric Patterns. Davenport Hooker and Clarence (. Hare, ed- 
itors. 425 pages with numerous diagrams and illustrations. Cloth. 
Williams & Wilkins. Baltimore. 1955. Price $10.00. 


This volume contains papers presented at the annual conference of the 
Association for Research in Nervous and Mental Disease in 1953. The 
breadth of such a subject as ‘‘inheritance’’ is considerable, and the restrie- 
tions on material imposed by the program committee appear to have been 
judicious, The papers fall roughly into two divisions. In the first are those 
dealing with the most recent information on the mechanics of genetic trans- 
fer and structure, and the interrelation of genetic and environmental fac- 
tors. Of particular interest to psychologists may be Anastasis’ discussion 
of the ‘‘inherited and acquired components of behavior.’’ 

The second division contains discussions of specifie forms of behavior 
which are thought to be completely, or partially, contingent upon the pe- 
culiar genetic make-up of the individual. Some of the papers deal with 
early human fetal behavior, and developmental patterns. The majority 
focus on specialized topics such as the genetics of epilepsy, migraine, infan- 
tile autism, neuromuscular disorders and psychotic behavior. These articles 
will probably be those of most interest to the professional reader. 

The book contains an abundance of illustrations, graphs and tables; and 
following each paper is a discussion by conference participants. One major 
regret may be that the individual papers are of such brevity. 
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Sex and Morality. [sy Apram Karpiner. 266 pages. Cloth. Bobbs- 
Merrill. Indianapolis. 1954. Price $3.00. 


Dr. Kardiner says that the incentive to write this book came from a news- 
man with whom he had discussed the Kinsey Report and who suggested that 
Kardiner write down the ideas he had expressed. He writes from the psy- 
choanalytic, specifically the Freudian, point of view and notes indebtedness 
to, among others, Jacques Barzun, Robert Briffault, Sandor Rado, Ralph 
Linton and Cora DuBois. The result is a very thoughtful and suggestive 
essay or series of essays on sex and morality in our culture. It is in no 
sense a tract and is more a survey by the author than the promotion of per- 
sonal ideas. When he comes to the ‘‘final question’’ of regulating sex cus- 
tom so that it serves both social expediency and personal happiness, he pre- 
scribes no magie medicine. He discusses the trends and the complexities of 
changing society and the changing role of women. He notes misconcep- 
tions and sounds warnings. He says ‘‘. . . it is a part of the obligation of 
society to teach us to identify those errors that we are ourselves creating.’’ 
He feels that our survival depends on our willingness to appraise our pres- 
ent-day functioning and to engage in self-knowledge and self-direction. 

This book is full of material of interest and profit to psychiatrist and 
layman. For example: ‘‘ Parents can only influence the means. The ends 
are decided by the culture. . . . Parents cannot raise children to a non- 
existent morality. It is public morality that wins in the long run.’’ And 
he concludes that the publie morality, no matter how gently inducted into 


” 


children, can ‘‘still produce neurosis and perversion.’’ Kardiner expresses 
the opinion that the patriarchal-monogamous pattern of society is most fa- 
vorable for the child. His whole diseussion is recommended for the serious 


attention of social scientists. 


Famous Trials. Fifth Series. James H. Hodge, editor. 224 pages. 
Paper. Penquin Books. Baltimore. 1955. Price 65 cents. 


The Famous Trials reported in this paperbound volume are all in the 
Notable British Trials Series. They are by writers for that series and con- 
sequently are reported with the most painstaking accuracy. This volume 
covers the cases of the infamous Dr. Cream, Neville Heath, John Watson 
Laurie, Dr. Lamson, and Mrs. Rattenbury and George Stoner. The Ratten- 
bury and Stoner ease, that of Dr. Cream and that of Neville Heath are of 
particular psychological interest. Mrs. Rattenbury, whose morals were 
castigated by the judge, and who killed herself after her acquittal, was a 
truly pathetic figure. Many of these reports, despite their accuracy, are 
old-fashioned enough to contain moral reflections about this or that and 
numerous value-judgments. For example, William Roughead, whose nine- 
teenth century writing style is fascinating, wrote the Laurie article. 
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A Handbook of Hospital Psychiatry. A Practical Guide to Therapy. 
By Louis Linn, M. D. 541 pages. Cloth. International Universities 
Press. New York. 1955. Price $10.00. 


This reviewer does not believe that another book just like this one has 
been published. It is one which has been badly needed in every mental hos- 
pital medical library to orient—in particular—the new staff members. In 
his introduction Dr. Linn writes, ‘‘I began with the assumption that the 
physician to whom this book is addressed has been exposed to a regular pro- 
gram of medical school psychiatry and that he has learned the classification 
of mental illness and the elements of dynamic psychiatry. I attempted to 
identify myself with the new mental hospital psychiatrist or resident and 
the other members of the treatment team, and to face with them the many 
special situations that will confront them early in their mental hospital ca- 
reers. The plan is to provide them with the basic information for each of 
those situations and to provide them with at least a working knowledge of 
the subject. This book aims in the main to furnish practical answers to 
many of the questions which arise in mental hospital work.’’ 

The book is divided into five parts. Part One, ‘‘The Treatment Pro- 
gram,’’ describes various forms of treatment including occupational ther- 
apy, vocational therapy, and food as a form of therapy. 

Part Two, ‘‘The Treatment Team,’’ defines the functions of the social 
worker, the psychologist, the attendant, the nurse, the chaplain and the 
volunteer worker. 

Part Three, ‘‘The Patients,’’ describes the various types of patients who 
come to the mental hospital and what can be done or should be done to 
benefit them most. 

Part Four, ‘‘The Hospital,’’ outlines the methods of administration, of 
education, of research, explains what forensie psychiatry involves and gives 
information relative to a psychiatric unit in a general hospital. 

Part Five, ‘‘The Community,’’ discusses public relations, publie edueca- 
tion, methods of outpatient or family care, and, finally, the role of the 
hospital in civil emergencies. 


London After Dark. By Roserr Fasian. 237 pages. Cloth. British 
Book Centre. New York. 1954. Price $3.50. 


London After Dark is a collection of short police case histories and anec- 
dotes by ex-superintendent Robert Fabian of Seotland Yard, a man fre- 
quently described as the world’s most famous detective. There is a good 
deal of raw material here, on subjects ranging from dope addiction to devil 
worship, for the person interested in social and individual psychopathology. 
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Treatment in Psychiatry. By Oskar Dierne_o, M. D. 537 pages. Cloth. 
Thomas. Springfield, Ill. 1955. Price $9.59. 

This is the third edition of a very fine textbook. Since the second was 
published in 1950, many new ideas and new forms of treatment have ap- 
peared. They are described in this latest edition. 

Dr. Diethelm’s concepts of psychotherapy have always seemed practical, 
because he has recommended treating the expression or symptoms of illness 
rather than treating a disease-entity. He considers it essential to treat the 
patient as a personality, reacting or expressing himself in relation to his 
experiences, his environment and his emotional adjustments. ‘‘Plasticity— 
a willingness to be guided by facts, by constructive imagination, and by a 
self-critical optimism—is characteristic of the therapeutically successful 
physician.’’ 

The first few chapters of the book are devoted to an objective orientation 
of the various ‘‘schools’’ of psychotherapy and to the psychotherapeutic 
value of certain chemical and physical agents. He uses one chapter to de- 
seribe his own ‘‘ Dynamic Psychotherapy’’ rather than ‘‘ Distributive Analy- 
sis and Synthesis,’’ which are the terms he used in previous editions. 

Most of the remainder of the book describes the treatment of excitements, 
depressions, schizophrenic reactions, toxie reactions, disorders of cerebral 
damage, the psychoneuroses, behavior and sexual difficulties, alcoholism, 
drug addiction. 

Finally, there are chapters directed to the problems of general practice 
and to the teaching of psychiatric treatment. 


Emotions and Bodily Changes. A Survey of Literature on Psychoso- 
matic Interrelations, 1910-1953. Fourth edition. By FLANDERS DuN- 
par, M. D., Med. Se.D., Ph.D. 1192 pages. Cloth. Columbia Univer- 
sity Press. New York. 1954. Price $15.00, 

This fourth edition of an important standard work has been substantially 
enlarged, consolidating abstracts and discussions of the many important 
contributions to psychosomatic research and thinking from 1935 to 1953. 

Part I is devoted to discussion of orientation to the field of psychoso- 
maties and to methodology used. Part IT is devoted to the particular or- 
gans and organ systems; and, here, the chapters on metabolism, on cardio- 
vascular complaints, on genito-urinary syndromes and gynecology, and on 
bones and odontology are more fully developed than in previous editions. 
Part III, ‘‘Therapeutie Considerations,’’ has been completely rewritten, 
improved and clarified. 

Some 750 pages are devoted to text, with 4,717 text citations and a sup- 
plementary bibliography of approximately 400 titles. One hundred seventy- 
five pages are devoted to an exhaustive index. The great value of this up- 
to-date work for student and practitioner need only be mentioned. 
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Etiology of Chronic Alcoholism. Oskar Diethelm, M. D., editor. 227 
pages. Cloth. Thomas. Springfield, Ill. 1955. Price $6.75. 


Because of the nature of the chronic alcoholism problem, we grasp for 
every bit of information available. This book is the result of a five-year re- 
search program supported by a grant from the National Research Council. 
It represents the results of studies carried out by a team of investigators 
from various disciplines. 

Following a review by Diethelm of the purposes and methods of this in- 
vestigation, Dr. Mary Jane Sherfey describes her investigation of the psy- 
chopathology and character structure in chronic alcoholism. She describes 
various types of alcoholics and concludes that chronic alcoholism is a symp- 
tom of several different illnesses, that aleoholism does not ‘‘exist without 
previous personality defects antedating the drinking . . .’’ that, ‘‘The 
probability of some abnormal physical reaction to aleohol, whether on a con- 
stitutional or metabolic basis, in aleoholism is not strengthened. . .’’ that, 
‘In practically all of these cases, aleoholism or psychiatric illnesses oc- 
curred in forebears who were close to the patients, and the alcoholism oc- 
curred during the patients’ childhood; hence, no matter what the consti- 
tutional background, the effects of the direct psychological influences of the 
alcoholic relatives on the children assume significant proportions 
In general, these patients use alcohol in a neurotic way . . . Unexpressed 
resentment would appear to be the most frequent underlying emotion which 
provokes drinking and is relieved by it. Depression tends to be intensified 
by drinking rather than relieved. The effect on pathological elation is that 
of increasing underlying anxiety . . . The earlier and longer an individual 
drinks in excessive quantities socially, or tends to express or act-out neu- 
rotic needs when intoxicated, the more apt he is to hecome aleoholie event- 
ually.’’ Dr. Sherfey emphasizes the importance of a good history of the 
drinking pattern in each case. 

In investigating the familial and personal background of aleoholies Dr. 

Manfred Bleuler found that ‘‘. . . there was much more alcoholism among 
the siblings, parents and husbands and wives of these aleoholie index cases 
than in the average population. There were also more morbid personality 
developments of neurotic or psychopathic nature among close relatives . 
In more than a fourth . . . there 1s clinical evidence of some endocrinologi- 
eal disturbance . . . No characteristic body type . . . has been found. . . 
In the cases studied it proved to be quite impossible to separate hereditary 
from environmental influence. There was close casual interrelationship be- 
tween environmental and hereditary factors . . . a therapy acting on the 
personal development seems to be the most promising in aleoholism.’’ 

Dr. M. F. Fleetwood reports on biochemical changes resulting from anx- 
iety, tension and resentment; Dr. Milton L. Barnett’s anthropological study 
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of aleoholism in the Cantonese in New York City was a very interesting 
chapter. 

In his concluding remarks Dr. Diethelm holds, ‘‘Therapy must be di- 
rected intensively at the individual by psychodynamie and physical pro- 


,? 


cedures . 


The Greek Myths. By Rosert Graves. 2 vols. 370 and 412 pages with 


index, maps, references and notes on origins. Paper and cloth. Pen- 


guin Books. Baltimore. 1955. Price: paper $1.90; cloth, boxed $6.50. 


The Greek Myths is a reference work which, the author notes, has been 
needed for more than, lo, these hundred years. Graves calls Smith’s Dic- 
tionary of Classical Mythology and Biography, published in 1844, still the 
standard work in English on the subject; and the ordinary student has 
either had to resort to such watered-down versions as Bulfinch’s Age of 
Fable, or the further revision in Gayley’s The Classic Myths—or consult 
what translations he can find of the originals. Graves has worked with the 
discoveries of an astounding century of archeology since Smith’s day, and 
with no Victorian inhibitions. 

The work is organized by topics—a god, a hero, a labor of Heracles. All 
available versions of a single myth are summarized; the authorities are 
cited (for Oedipus, there are nine ancient authors, two commentators and 
16 separate works) ; and, finally, Graves’ own view of the sources and de- 
velopment of the story is given. These are all clearly set forth; the reader 
can tell at a glance the relative weight of the sources; and there is plain 
separation of fact and opinion. Graves states clearly in the introduction the 
basis for the opinions given, his belief that the Greek myths resulted from 
the coming of the patriarchal worshippers of Indra, Mitra and Varuna into 
a bronze age Europe which was without gods and worshipped only the sin- 
gle triple-goddess, maiden, sweetheart and crone. Much myth, he thinks, 
is really politico-religious history of this period; some is intentional or ac- 
cidental misinterpretation of a religious picture or ritual—a point as to 
which there is less general acceptance. Throughout the whole interpreta- 
tion, runs the uneanny insight of Graves’ The White Goddess; he manipu- 
lates incident, ritual and belief into a structure that is (like schizophrenia 
perhaps) at once baffling and yet intellectually and emotionally interpret- 
able. 

Graves’ principles of reasoning and research, and probably most of his 
specific applications, are in accord with standard historical and archeologi- 
cal practice. He scorns explanations from the psychotherapists’ consulting 
rooms, particularly the Jungian contention, which he describes, quoting a 
writer he does not name, as a belief that ‘‘ ‘myths are original revelations 
of the pre-conscious psyche, involuntary statements about unconscious psy- 
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chie happenings.’ The Greek myths to the contrary, he holds, are not 
at all mysterious in content and were formulated in territories with close 
political relations with highly civilized and sophisticated Minoan Crete. He 
thinks the Oedipus story was a ‘‘deliberate perversion’’ of incidents in a 
set of sacred icons—aimed presumably to conceal ancient goddess-worship 
from classie Greek Zeus-worshippers—and he makes derisive comment about 
Freudian use of ‘‘this perverted aneedote’’ to illustrate an ‘‘instinet’’ com- 
mon to all men. There is no need to elaborate on his misunderstanding, 
which does not, in any case, detract from the value of the historical mate- 
rial that Graves presents. 

The reviewer should note that this work does not include all elassie myth. 
Roman mythology, where distinguished from Greek, is not covered, except 
by incidental reference from the strictly Greek point of view—a treatment 
accorded equally to other non-Greek divine and heroic figures over an 
amazingly wide area, from Gilgamesh in Babylonia, and Samson in Phil- 
istia, to Llew Liaw in Wales. 

This work is discussed at length here because it covers a subject basic to 
the general cultural background and to the background of the medico-social 
and psychological sciences in particular. In paper format, it is inexpensive 
enough for any student’s personal library, but it is important enough to 
justify the more expensive permanent binding. Graves’ grasp of his sub- 
ject is awe-inspiring; the result is a classic which should have shelf-room 
beside Frazer’s Golden Bough and Briffault’s The Mothers. Finally, the 
writing is fascinating; this reviewer read this work like a novel; and he 
notes with approval another review where the reviewer reported doing the 
same thing. 


Martians, Go Home. By Freperic Brown. 189 pages. Cloth. Dutton. 
New York. 1955. Price $2.75. 


Mark Twain and Thorne Smith could have collaborated and produced 
something like this. Frederic Brown’s Martians were little green men who 
‘*kwimmed’’ their way from Mars and proceeded to disrupt human society 
by derisive shouts of ‘‘-—-—— you, Mack (or Tovots)’’ and an insatiable 
interest in human sex habits. Psychiatrists, the churches and saloons were 
overwhelmed, while the rest of society went to pot. It would be unfair in 
a review to describe matters further; but it should be observed that the 
result is a very fine social satire, hilariously amusing in a rather biting 
fashion. Mr. Brown writes distinguished and adult prose; and, while this 
reviewer cannot expect all tastes to match his own, he thinks most literate 
adults will find Martians, Go Home a fascinating achievement. Most social 
scientists should find it profitable also. 
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A Doctor’s Book of Hours. Including Some Dimensions of the Emo- 
tions. By Merri. Moort,M.D. xvi and 397 pages. Cloth. Thomas. 
Springfield, Ill. 1955. Price $6.00. 


Merrill Moore was publishing poetry long before he could sign himself 
‘*M. D.’’ and even longer before he became known as a psychiatrist and 
psychoanalyst. Like that other Bostonian, Oliver Wendell Holmes, to whom 
he is inevitably and frequently compared, it might be difficult to say 
whether he is an accomplished poet who is also a doctor, or an eminent doc- 
tor who is also a writer of poetry. As Dr. Moore’s medical specialty is psy- 
choanalysis, his literary specialty is the sonnet; he has devoted several pre- 
vious volumes to collected specimens, many of them sharply drawn little 
character sketches of the Freudian genre. 

A Doctor’s Book of Hours is a poem a day, reflecting the passing of the 
seasons and the thoughts and emotions of each day of the year. The themes, 
as in all good poetry, are universals; if the title (and the book’s medical 
publishing house) suggests that it is addressed to the profession, it may be 
because the author stirs psychoanalytic insight (not vocabulary) into his 
verse as casually as a high school sophomore rhymes love with stars above. 
A note is in order concerning Moore’s sonnet form; he handles the rules of 
prosody as Humpty Dumpty did words—one recalls, as he told Alice, that 
when Humpty Dumpty used a word, it meant just what he chose it to mean, 
the question was whether he or the word was to be master, and he was mas- 
ter. Between Moore and the sonnet’s rules, Moore is master; if he chooses 
to write a sonnet of 15 or 17 lines, disregard the rhyming schemes, play 
tiddly-winks with the meter, he writes it. Petrarch, or even Shakespeare, 
might never recognize the form; but in the spirit wearing the form, there 
is the true likeness of the sonnet. Rather than indict Moore for violation of 
the laws of poetry, this reviewer would—in the respectable company of 
many other crities—credit him with widening the bounds and pouring new 
life into an old verse form. 

The reviewer has the impression that some agency in Moore’s psychic 
apparatus, possibly in his pre-conscious, streams his conscious into meter, 
and frames thought, vision and emotion into the episodic form—hence his 
astonishing productivity. This is not to decry the results of conscious, pains- 
taking craftsmanship, which are all too plain to see; but it might possibly 
explain both the great volume and the uneven quality of Moore’s verse. For 
some is indifferent, most is good, some possibly great—all, however, well 
worth the reading and the keeping. A Docitor’s Book of Hours would be 
a splendid gift for any practitioner with an interest in psychodynamies or, 
indeed, for any non-professional with an interest in life and a moderate 
amount of insight. But the recipient should be cautioned ; it is not for the 
patients’ waiting room table. 
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Manic-Depressive Disease. Clinical and Psychiatrie Significance. By 
Dr. Joun D. Camppett. XII and 403 pages. Cloth. Lippincott. 
Philadelphia. 1953. Price $6.75. 


9) 


Dr. Campbell, Atlanta psychiatrist, offers a ‘‘modern’’ treatment of 
manic-depressive disease. This new approach is to present the manic-depres- 
sive psychosis as a physiological disturbance of the autonomic system. The 
author points out that Kraepelin’s work on manic-depressive diseases is al- 
most a half-century old but is the best in the literature and is still the 
classic of our time. He further holds that psychiatry has been so com- 
pletely occupied with purely psychological methods that study of the dis- 
ease has been neglected. A tremendous amount of work has been done since 
Kraepelin’s time but the generally available data fall far short of our pres- 
ent knowledge of the disease. This present volume is the result of hundreds 
of studies of manic-depressive patients over a period of five years. 

Peri. ips a good introduction to this book and to the author’s feeling about 
manic-depressive disease is to offer his definition, To Dr. Campbell : ‘‘ Maniec- 
depressive psychosis is a relatively benign psychiatric entity with a fam- 
ilial tendency occurring in a cyeloid personality often in repeated episodes, 
manic, depressed, or mixed in type, and accompanied by autonomic and 
emotional disturbances which in turn produce certain psychie symptoms.’’ 
These autonomic disturbances become of primary importance to the author 
and to his discussion of the disease. The book covers the history and etiology 
of the disorder thoroughly. Of particular interest, are the chapters dealing 
with manic-depressive psychosis in children and adolescents, and those de- 
voted to social maladjustments in manic-depressive disease such as: marital] 
problems, criminal behavior and suicides. 

No book on this subject would be complete without discussion of treatment, 
and tne author devotes a section to the presentation of present methods and 
therapies. An interesting point the author raises is that most of the text- 
books in the field of manic-depressive disease have been written from a 
state hospital perspective, omitting the view of the private practitioner, 
which the author feels is a significant viewpoint. One may or may not 
agree with the hypothetical constructs that Dr. Campbell presents; and 
some may take decided issue here ; but, in general, one finds this a most com- 
prehensive book, with good factual material—a book that is clearly writ- 
ten and easy reading. 


In His Blood. By Harotp R. Daniers. 192 pages. Paper. Dell. New 
York. 1955, Price 25 cents, 


In His Blood is the story of a killer of children with the dynamies vastly 
oversimplified. It is, however, a good novel of police work and police pro- 
cedure. Both are believable. The murderer is not. 
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Dylan Thomas in America. By Joun Maccoim Brinnin. 303 pages 
including index. Cloth. Atlantic-Little, Brown. Boston. 1955. 
Price $4.00. 

This is a sympathetic story of incidents in the last liquor-ridden years 
of a man whose poetry is generally conceded to show marks of genius. 
Thomas’ two visits to America and an interval in which Brinnin visited 
him in Wales recall in apparently sober fact the fictional extravagances of 
Ben Hecht’s Count Bruga (who was also modeled on a well-known poet). 
There is enough set down here of interminable drinking bouts and inter- 
minable hangovers, of family quarrels, of love affairs (abortive and other- 
wise), to interest any student of psychopathology. Brinnin’s own writing 
is distinguished ; he seems totally to lack the judgmental attitude; and his 
picture of Dylan Thomas is probably as accurate as one could ever expect 
a man’s friend to give. Caitlin Thomas, the poet’s widow, expresses vigor- 
ous disagreement with the interpretation in a brief foreword, and expresses 
her hope to undertake what she calls the ‘‘ Augean duty’’ to vindicate both 
Dylan and herself. 


Retreat from Learning. By Joan DuNN. 224 pages. Cloth. David Me- 
Kay Company. New York. 1955. Price $3.00. 

Critics of modern education generally attack on one of two grounds: (1) 
a changed curriculum with failure to teach basic knowledge, or (2) a sys- 
tem of discipline which makes any kind of teaching next to impossible. 

Joan Dunn is a former teacher who is eritieal on the second ground. She 
reports her experiences in the New York City public schools, attributing 
her difficulties to progressive education theories and consequent, almost 
total, disappearance of discipline. This story has been told before but sel- 
dom so well and seldom so convincingly. It is a report that calls for the 
serious attention of everybody concerned with the future of American edu- 
eation, the social scientist in particular. 


Nothing Brightens the Garden Like Primrose Pants. By Denys Par- 
sons. 95 pages. Cloth. Hanover House. Garden City, N. Y. 1955. 
Price $1.50. 


It appears that Gobfrey Shrdlu fell in love with Louise Cmfwyp. Gob- 
frey, of course, is a relative of the famous Etaoin Shrdlu. This book is 
the story of his marriage and social life, enlivened by—besides the presence 
of other Shrdlus—acquaintanceship with Mrs. Malaprop, the Dangling Par- 
ticiple family and others. There are a few Irish bulls, some careless ante- 
cedents and a whopper or two contributed by novel and short story writers, 
including E. Phillips Oppenheim. This is a fine book for mildly ribald en- 
tertainment. The psychologist who has in mind the unconscious purpose- 
fulness of the Shrdlus and their accomplices will enjoy it more than most. 
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Prenatal Dynamics. [by M. Licrarrt Peersoure, M. D. 182 pages. 
Cloth. A. W. Sijtjoff. Leyden, Holland. 1954. Price FI. 15.- 

The Orgastical Experience of Space and Metapsychologic Psy- 
chagogy. By M. Lirrarrr Peersoute, M. D. 150 pages. Cloth. 
A. W. Sijtjoff. Leyden, Holland. 1955. Price Fl. 15.— 

Dr. Peerbolte is a Netherlands psychoanalyst, some of whose work in 
English has appeared in this QuarTERLY. Prenatal Dynamics is a textbook 
of medical psychotherapy based on application to his own medical practice 
of some of Nandor Fodor’s theories. Briefly, and to oversimplify, Peer- 
bolte holds that the etiology of the mental disorders is to be found in pre- 
natal life. He reports a number of case histories and the interpretation of 
numerous dreams from this point of view. He cites successful results in 
psychoanalytic practice, and cites theoretical and medical material from 
other sources than his own to support his contentions. Considering the 
nature of the subject, the volume is cautiously written and it is worth the 
respectful attention of psychotherapists. 

Dr. Peerbolte’s second book is an essay into the fields of normal psychol- 
ogy, metaphysics and metapsychology. ‘‘In sexual experience,’’ says Peer- 
bolte, ‘‘one ean discern three components.’’ One of these components, he 
holds, is ‘‘the experience-together’’ with a partner which becomes ‘‘an ex- 
perience of space.’’ 

This second book is largely devoted to discussion of this ‘‘orgastical’’ ex- 
perience of space. Such experience, is not, of course, confined to the sexual 
situation. This book, like the volume on psychotherapy, is based on 
Freudian analytic theories, plus the Fodor theories of prenatal dynamics, 
It takes up the development of personality and mental health, covers sub- 
jects which writers from different points of view (the religious, for exam- 
ple) have characterized as experiencing the infinite, and covers such moral 
precepts as, ‘‘Love thy neighbor.’’ Peerbolte believes that through bodily 
and mental relaxation, for which he gives specific rules and directions, the 
normal individual may grow in personality and in wealth of experience. 
For the neurotic, he cautions, there must be psychotherapy. 

This second book is not altogether easy to follow, and the orthodox will 
find it more than difficult to agree with. Any reader will, nevertheless, find 
stiroulating observations—such as that muscle-relaxation ‘‘is essentially a 
voluntary re-enacted prenatal relaxed state.’’ 

Both of these books were published in the Netherlands—in English be- 
cause the English-reading profession is much wider than the Dutch. Ex- 
cept for the papers previously published in English, they do not, therefore, 
read as smoothly as might be desired. This reviewer feels, however, that 
the practising psychotherapist can profit from Prenatal Dynamics and that 
all who are interested in psychodynamic theory can find material worth 
reading in the second volume, despite this minor language handicap. 
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A Short History of Medicine. By Erwin H. Ackerknecut, M.D. xviii 
and 258 pages with appendix and index. Cloth. Ronald Press. New 
York. 1955. Price $4.50. 

Professor Ackerknecht writes for the student, the practitioner, the worker 
in fields allied to the medical, and the interested member of the general 
public. He writes simply, vividly and with unquestioned authority and has 
succeeded in compressing a most astonishing amount of solid information 
into very small compass. Mistakes, one supposes, are unavoidable in a 
work of this type; the reviewer notes an incorrect definition of Jacksonian 
epilepsy and the statement, which certainly needs qualification today, that 
‘‘psychoanalysis . . . was of little avail when confronted with psychoses 

.’’; these remarks are not set down in any spirit of cavilling, but as 
suggestions for editorial use if there are future editions of this excellent 
work; presumably, reviewers with backgrounds of other specialties will 
make similar notes. 

In his 18-page appendix, Dr. Ackerknecht has listed the Nobel laureates 
in medicine and physiology—a sort of rolleal) of the recent eminent; and 
he provides bibliographies for further reading. These range from general 
material to selections by historical periods and by specialties—Zilboorg’s 
excellent History of Medical Psychology, for instance, is recommended in 
the psychiatric field. Monographs and other historical material, biogra- 
phies, original scientific articles and translations of originals are listed- 
the student who studied half of these would be better than well grounded 
in the whole subject of medical history. This book is recommended for 
school library use, for the private libraries of physicians, health workers 
and students, and for quick general reference by anybody; the index is ade- 
quate in length and excellently selected. 


Treatment of the Delinquent Adolescent. Group and Individual Ther- 
apy with Parent and Child. By Harris B. Peck, M. D., and Virginia 
Be.LsMiTH, 147 pages. Paper. Family Service Association of Amer- 
ica. New York. 1954. Price $2.00. 


The seope of Treatment of the Delinquent Adolescent covers patterns of 
pathology, individual treatment, group therapy for adolescents and with 
parents, and group therapy as the sole procedure in dealing with delin- 
quency in adolescents. This little book handles concisely some of the gains 
that have been made in the application of psychiatric, psychological, and 
casework principles to difficult problems of adolescent behavior. The au- 
thors rightly realize that working with delinquents demands a continuous 
fusion of epidemiological and clinical understanding, diagnostic acumen, 
and administrative ‘‘know how.’’ This publication adds considerably to a 
better understanding of this significant area of psychiatric and psycho- 
logical endeavor. 
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The Foreseeable Future. By Sir Georae THomson. 166 pages. Cloth. 
Cambridge University Press. London. New York. 1955. Price $2.50. 


Satirists and science fictionists have favored us with many divergent 
views of the worid of the future; this is a sober and conservative forecast 
of what reasonably may be expected—made by an internationally-known 
physicist who is a Nobel prize-winner. One can take it as the sort of in- 
formed prediction our own statisticians and epidemiologists would make in 
surveying our own narrow field to determine probable future morbidity 
and probable future mental hospital requirements. To answer the first 
question everybody will ask, Sir George expects space travel ‘‘fairly soon,’’ 
thinks the potentialities of a satellite space station for war have been greatly 
exaggerated—it would be easy to shoot an enemy station down with guided 
missiles—and thinks the difficulty of the time involved is the principal ob- 
stacle to interstellar travel. 

Noting that he is more at home in his own specialty, Sir George, never- 
theless, makes some observations of considerable interest to both general 
medicine and psychiatry. He anticipates controlled mutations—at first in 
plants and the lower animals. He suggests that medicine will find ways to 
postpone the process of aging. And he think technological advances will 
create a vast mental hygiene problem in what to do with stupid people. 
But he notes, ‘‘There are plenty of jobs—tending the aged is one—where 
kindness and patience are worth more than brains.’’ His suggestion that 
‘*A rich State could well subsidize such work’’ is something else; one hopes 
for alternatives. 

This is a scientific discussion by a first-rate authority of, not what he 
thinks may or might happen, but of what he believes is likely to happen. 
As such, it deserves wide reading—and respectful consideration from other 
scientists, including particularly social scientists. 


Riley McCullough. By Cari Jonas. 311 pages Cloth. Little, Brown. 
Boston. 1954. Price $3.95. 
Riley McCullough is a good display of imagination in fiction but lacks 


plot and real character portrayal, although it is not without some enter- 
tainment value. 


Juvenile Delinquency. By Pau. C. Powack. 48 pages. Cloth. Pageant 
Press. New York. 1955. Price $2.00. 


Mr, Pollack has a background from seafaring to gardening. His pre- 
seription for juvenile delinquency is based on personal astrological and re 
ligious considerations. 
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Problems of Analysis. By Max Biackx. 304 pages. Cloth. Cornell Uni- 
versity Press. Ithaca, N. Y. 1954. Price $5.00. 


One of the most characteristic features of an increasing!y empirical sci- 
ence, is its recognition of the importance of a sound scientific methodology. 
If our theories are the fruitful growth of our evaluation of our empirical 
observations, it is paramount that a vigorous and unambiguous program be 
imposed upon our observing, lest our theories become empty and vain ver- 
balisms. How erucial this program is for psychology and psychiatry, we 
are becoming increasingly aware. To such concerns, Dr. Black, an elo- 
quent spokesman for the philosophical view which has variously been la- 
beled ‘‘Logical Positivism,’’ ‘‘Logical Empiricism,” and, sarcastically, 
‘*Logical Negativism,’’ directs his exacting and penetrating analysis in 
this series of papers. 

In turn, he takes up the perplexing question of ‘‘what is science,’’ the 
nature and scope of methods of science, the definition and justification of 
inductive methods in the building of theory. In one important chapter, 
particularly for the behavioral scientist, he considers the structure of ex- 
perience, the language of ‘‘sense-data,’’ which is inevitably the foundation 
and mold that both supports and shapes any theory—for theories are no 
more ‘‘true’’ than the observations upon which they are based. 

While most of these topies are dealt with on a rather technical level, there 
is much that the layman as well as the professional may gain from this ex- 
cellent work. 


Ghosts in American Houses. By James Reynoips. 229 pages. Cloth. 
Farrar, Straus & Cudahy. New York. 1955, Price $12.50. 


Ghosts in American Homes is a collection of illustrated ghost stories by 
an artist who says he believes in ghosts and has seen hundreds of them ‘‘all 
over the world.’’ Whether Mr. Reynolds’ fingers are crossed and his 
tongue is in his cheek, this reviewer does not presume to know. His book, 
however, is a collection of old-fashioned ghost stories told with apparent 
credulity. The illustrations are professionally competent, some are beauti- 
ful, and the volume would make a splendid gift. The student of parapsy- 
chology will find it of principal use as summarizing and retelling some in- 
teresting folk material. 


Dark Enemy. By E. J. Epwarps. 248 pages. Cloth. Longmans, Green. 
New York. 1954. Price $3.00. 


This novel, written by a Roman Catholic priest, deals with ethics as ap- 
plied to the medical profession, especially in cases of abortion. 
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The Third Revolution. By Kani. Stern. 306 pages. Cloth. Harcourt, 
Brace. New York. 1954. Price $4.00, 


Whenever the psychoanalyst pries darkly into the secrets and origins of 
the Christian ideals, or the churchman takes to task the unwary analyst 
caught poaching on sacred grounds, the din of battle soon arises. For the 
traditional, and rather stereotyped attitude, which ever confronted the 
analyst, whether it be eloquently verbalized by the churchman, or only 
darkly hinted at by the layman, is that somehow psychoanalysis violates the 
Christian concept of man; that the analytic evaluation of human behavior 
is unjust and lays waste to the noblest attributes and aspirations of man. 
Dr. Stern dissents, though from rather strange premises. And the present 
book is a devoted attempt to demonstrate that the ‘‘concepts of psycho- 
analysis, once freed from a materialistic philosophy, are not only compati- 
ble with the Christian idea of man but confirm it.’’ 

In a rather rambling, discursive fashion, the author traces the scientific 
and philosophical background against which psychoanalysis unfolded. 
Complaining about the materialistic foundation of Freud’s evolving in- 
sights, and the language in which he clothed and communicated them, Dr. 
Stern asserts that this was but another manifestation of the influence of the 
‘third revolution,’’ the ‘‘Comtean ideal,’’ which amounts essentially to a 
‘*reductionist analysis,’’ and ultimately leads to a materialistic thesis. It 
is against this materialistic thesis that the churehmen, quite logically, have 
done battle. For, as the author argues, science (and psychoanalysis as 
such) is concerned only with the objects within its experiential view; and 
all existence is thus reduced to statements about sense data. And the in- 
trinsic quality of man is stripped away, or better, goes unperceived. But, 
Stern continues, when psychoanalysis is concerned with man, not as an ob- 
ject, but with participating in, sharing, and in part constructing, a human 
relationship that partakes of the nature of an ‘‘empathetie linkage’’ (to 
borrow from Sullivan) in the therapeutic situation, the materialistic the- 
sis is irrelevant and not essential to the task at hand. And in such light, 
analysis does proper homage and justice to the nobility of man. In so 
doing, it is the relation between the ‘‘T and thou,” rather than ‘‘I and it’’ 
which is the vital core of analytic philosophy. In such a manner does Dr. 
Stern answer his opening question ‘‘to what extent does psychoanalysis fit 
in with the Christian idea of man.’’ 


Undoubtedly Dr. Stern, like many another, regards the conflict of psycho- 


analysis and religion with bitter concern, and feels compelled to reconcile, 
and redefine, those troublesome elements of analytie theory which conflict 
with religious sentiment. ‘‘A science of human behavior,’’ he argues rather 
unconvineingly, ‘‘which is exclusively based on physical data is a peculiar 
shadow-image of the truth.’’ To what truth, though, should a science ap- 
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peal if not that derivable from the experiential world? Surely, not to a re- 
ligious a priori! And in a still more suggestive statement, the author com- 
plains—concerning modern psychological and sociological methodology and 
goals—that ‘‘human society is studied in a vacuum apparatus which has 
first been emptied of the breath of the gospel’’ (strange goings-on there for 
a psychiatrist). But it seems an odd, in fact an unseemly, request that sci- 
ence (and psychoanalysis as a science) reconcile and structure itself to 
meet religious demands. Surely one does not expect and insist that the 
scientist mold his interpretation of the physical universe, about the story 
in Genesis. Yet, such would appear to be the demand of the author. In 
assuming the role of a Christian apologist for psychoanalysis, it seems that 
Dr. Stern is but providing fresh fuel for a meaningless controversy. 


The Neurophysiological Basis of Mind. The Principles of Neurophy- 


siology. By Dr. Joun Carew Eccies. VIII and 314 pages. Cloth. 


Oxford University Press, Amen House. Iwndon. 1953. Price $6.50. 


Since the time of William James, the ‘‘model makers’’ have been at- 
tempting to explain behavior. Dr. Eecles, professor of physiology at the 
Australian National University, is no exception. His book, The Neuro- 
physiological Basis of Mind, is an attempt to explain behavior on the basis 
of the ionic hypothesis. His information is based on work done on fibers 
of the giant squid, and on large motor fibers in the frog. 

The first third of the book outlines the experimental evidence to support 
the chemical hypothesis of neuromuscular transmission, the rest takes up 
material dealing with other mechanisms of behavior. 


In general, this is the best single summary this reviewer has seen of cur- 
rent physiological views on the nervous system. Eccles’ model has the 
characteristics of those of many other current physiological theorists, but 
it also has greater detail and more sophistication in dealing with the ma- 
terial. His last chapter is the most disappointing, because it is here that 
he gets caught in a dilemma and reifies body and mind. This forees him 
to become inconsistent and leaves him grasping for concepts from different 
systems. 


Social Planning in America: A Dynamic Interpretation. By Joseru 
S. Himes. 59 pages. Paper. (Doubleday Short Studies in Sociology.) 
Doubleday. New York. 1954. Price 95 cents. 


This is another of Doubleday’s fine college department publications. The 
context, nature and method of social planning are thoroughly covered by a 
recognized authority in the field, Professor of Sociology Joseph H. Himes 
of North Carolina College in Durham. 
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Psychoanalysis. Practical and Research Aspects. By Wu. Horrer, 
M. D., Ph.D. 102 pages including index. Cloth. Williams & Wilkins. 
Baltimore. 1955. Price $3.00. 


This is a short, informative treatment of psychoanalytic principles and 
practices. It records a series of lectures given by the author at Vanderbilt 
University. Its outline includes such topies as : (1) principles of psycho- 
analytic training, (2) therapeutic application of psychoanalytic theory, (3) 
separation anxiety and the child’s psychological reactions to bodily illness, 
(4) ego reactions in cerebral disease and (5) some problems of ego psy- 
chology. 

The first lectures consider the personal analyses of young English psy- 
chiatrists while undergoing psychoanalytic training. Dr. Hoffer integrates 
a sympathetic and instructive presentation of basic psychoanalytic concepts 
applied to therapy. While developing insights of his own in analysis, the 
therapist must learn to give free-floating attention to his patient’s free as- 
sociations, ‘‘not to try to fit the patient into an established frame of refer- 
ence, but . . . able to follow him with a willing mind into all the detours 
to which resistances compel him.’’ 

Succeeding lectures deal with studies of childhood reactions to separa- 
tion from the mother and to bodily illness. These are of particular interest 
to child guidance workers. <A case of ego reactions to cerebral disease may 
be of special value to interested mental hospital psychiatrists. 

The final lectures comment on theories of ego psychology. Problems of 
ego functions, such as perception, motor control, memory and reality-test- 
ing, are related to the author’s experiences in observation and treatment of 
children. 


Studies in Scientific Hypnosis. By Jerome N. Scunecx, M. D. 333 


pages including index. Cloth. Nervous and Mental Disease Mono- 
graph No. 84. New York. 1954. Price $6.50. 


Here is a series of articles by the author, arranged in book form and deal- 
ing with almost every phase of hypnotherapeutie technic. Forty-one topics 
are listed in the table of contents, and subjects range widely in interest 
from comments about hypnotic references in literature, such as Du Maur- 
ier’s Trilby and Henry James’ The Bostonians, to a report on the treat- 
ment of psychogenic cardiovascular reactions. The articles, with few ex- 
ceptions, have either been previously published separately or presented at 
scientific meetings. Individual topics are dealt with in summary fashion, 
and it is apparent that each chapter could easily be the subject of an entire 
volume. The author makes no attempt to formulate a theory of hypnosis. 
Neither does he seek to integrate the separate findings of each paper. On 
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the other hand, this volume is rich in ideas for further speculative depar- 
ture or for experimental validation. 

The author’s orientation is most frequently psychoanalytic. Eclectic 
thinkers will find some annoyance with the uncritical acceptance of the 
psychoanalytic process in therapy, and analytically oriented readers may 
well find fault with the author’s loose usage of psychoanalytic principles. 
Psychoanalytic interpretations are liberally made when they fit the author’s 
data, but he tends to ignore the analytic credo when his findings contra- 
diet traditional psychoanalytic theory. For example, in his report of the 
treatment of a young woman patient in 18 sessions over four months, the 
author states, ‘‘In this case no attempt was made to analyze the transfer- 
ence. The work appeared to be accomplished satisfactorily without this 
step.’’ 

The method of reporting case material is itlustrative rather than ob- 
jective. This reviewer would have hoped for at least one complete tran- 
seript which would contain all the therapist’s comments, as well as the pa- 
tient’s responses. In general the absence of an experimental approach both 
in the collection and treatment of data makes the reference to ‘‘scientifie’’ 
in the title somewhat euphemistic. 

Aside from some rather cursory remarks, the problem of failure with 
hypnotherapeutie method is ignored. A great deal has probably been lost 
by the omission of an analysis of negative results as well as of successes 
and affirmative observations. 

On the positive side, the book provides the practical clinician with pro- 
vocative case material and clinical demonstrations of current hypnothera- 
peutic method, described by a skilled clinician and presented in a lively, 
dramatic and highly readable fashion. One cannot help but admire the 
dynamie and perceptive qualities of the author as a clinician. 

A carefully prepared bibliography covers most of the important works 
in this field. 


Banned Books. By Anne Lyon Haicut. 172 pages including index. 
R. R. Bowker Co. New York. 1955. Price, paper 75 cents; cloth 
$4.00, library edition. 


This volume is a collection of notes on books, trends, court opinions, 
United States obscenity laws and postal and customs regulations, and state- 
ments on the freedom of the press. It is an informal compilation with no 
pretense to other than the service of reference purposes and the outlining of 
source material. Almost every page of this volume is of psychological, psy- 
chiatrie or sociological interest. It belongs in every scientific library, and 
in every other library where reference material on freedom of the press 
may be needed. 








BOOK REVIEWS 705 


The Initial Interview in Psychiatric Practice with accompanying pho- 


nograph records. Merton Gill, M. D., Richard Newman, M. D., Fred- 
rick C. Redlich, M. D., with collaboration of Margaret Sommers, M. D. 
415 pages with bibliography and index. Cloth. International Univer- 
sities Press. New York. 1954. Price $6.00. Recordings $4.60 addi- 
tional. 


This book can be purchased alone or with three recordings of initial in- 
terviews at an extra but minimal price. The book itself is a fine review 
of the practices in psychiatric interviewing over the years; it presents a 
thoughtful critique of standard methods and a development of the joint 
thinking of the authors concerning the techniques deemed advisable in in- 
terviewing. It also includes a thoughtful essay on the values of using re- 
cordings, in furthering knowledge about interviewing as an introductory 
therapeutic technique, and a description of the experiences with recordings 
by the authors and their associates. This includes the reactions of both 
patients and psychiatrists to the knowledge that the interview is being re- 
corded. The examples of recorded interviews are also printed verbatim in 
the book, along with the author’s comments, often critical, concerning the 
techniques used. Thus the reader can follow the interviews and comments 
together or use them separately as he may desire. 

The reading and/or listening will be a new experience to some and a stim- 
ulating experience to many. The use of the initial interview with emphasis 
on the direct benefit to the patient is a weleome change from its traditional 
use to benefit the patient only indirectly by providing the therapist with 
data he can use in his later endeavors. This emphasis is inherent in the 
author’s outline of three main aims for the initial interview, namely, (1) 
‘*to establish rapport,’’ (2) to provide an ‘‘appraisal of the patient’s psy- 
chological status’’ and (3) to reinforce the ‘‘patient’s wish to continue with 
therapy’’ and ‘‘to plan with him the next step in this direction.’’ The 
main thesis is well developed in the body of the book. 

The authors freely admit that their approach to the interview is nar- 
rowed, for they state ‘‘we are excluding organie problems and we are con- 
sidering only an assessment of the patient’s suitability for psychotherapy, 
of whatever kind. We are admittedly bypassing the whole area of the so- 
matie psychiatric therapies.’’ It would, therefore, seem that the word ‘‘in- 
terview’’ in the title is accurately chosen and should not be confused with 
‘‘examination,’’ and that the techniques elaborated apply most aptly to ini- 
tial interviews with patients voluntarily seeking assistance at an outpatient 
clinie or private office and not necessarily so aptly to patients admitted to 
mental hospitals—most often against their wills—or referred under cir- 
cumstances where medico-legal determinations must be formulated. 
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Within the limits of its applicability, this book is a valuable contribution 
to psychiatric thought. Some of the principles elucidated would be of value 
in the true psychiatric examination, and for the techniques used by inter- 
viewers in that situation. The inclusion of the records brings a unique op- 
portunity to study their use in the teaching of interviewing techniques and 
opens a field for further observation. 


Birdman of Alcatraz. The Story of Robert Stroud. By THomas E. Gappis. 
334 pages. Cloth. Random House. New York. 1955. Price $3.95. 


The imprisonment of Robert Stroud is as fantastic as that of the Man 
in the Iron Mask. Stroud is a man with very limited education and a fine 
scientific mind which he developed in federal prison. Sentenced to life im- 
prisonment and solitary confinement, Stroud’s interest in a pet sparrow 
grew into scientific attainment until today he is recognized internationally 
as an authority on the raising and breeding of canaries and on canary dis- 
eases. His textbook is one of those used today all over the world by canary 
breeders. 

Mr. Gaddis has put together an account of Stroud’s life and work. Un- 
fortunately, the sort of material on which most biographers rely was miss- 
ing or inaccessible in Stroud’s case. The result is a sentimentalized and 
partly fictionalized story which is little more than an outline of what a satis- 
factory study might be. 

Stroud was originally sentenced to federal prison from Alaska for kill- 
ing a man who had beaten Stroud’s ‘‘girlfriend.’’ The cireumstances sug- 
gest more than an element of self-defense. As a prisoner, he killed a guard 
whose brutality was notable, under circumstances which again suggest self- 
defense. Gaddis seems to believe that Stroud’s first sentence was inex- 
cusably severe and that his second trial was unfair. He also seems to feel 
that the whole history of this man’s imprisonment has been marked by e¢a- 
pricious and sadistic treatment. 

Stroud’s accomplishments as a prisoner are difficult to believe. He smug- 
gled in materials to make bird cages. He studied bird diseases, at first with 
the aid of the Leavenworth hospital laboratory, and later doing his own 
microscopy. He spent two years building a microtome from a picture and 
description, using a razor blade for the cutting edge. He educated him- 
self in microbiology. He published two books on birds, the second in 1943, 
Stroud’s Digest of the Diseases of Birds. Its publication had been delayed 
by the prison authorities; its author had been transferred from Leaven- 
worth to Aleatraz; and his birds had been taken away from him, along 
with his experimental apparatus, before it was finally published. 

The psychodynamies and cireumstances of this man’s life are, despite 
this biography, still necessarily a subject of speculation. Mr. Gaddis dwells 
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on Stroud’s hatred of seeing people beaten; but he recognizes himself that 
Stroud’s character structure had been distorted by Oedipal factors. The 
federal prison authorities—not all of whom can be both ignorant and 
biased—consider Stroud a difficult prisoner, and would appear to think 
that Mr. Gaddis is telling half, or less than half of the Stroud story. 
Stroud’s most recent activities have included the attempt to write a book 
urging reform of the whole federal penal system, and there is no doubt that 
some of his performances seem paranoid—although one must allow for a 
strong factual basis. This man and this book about him are commended 
to the attention of all psychiatrists, in particular to those interested in the 
dynamics of crime and punishment. When all allowances are made, the 
conclusion is inevitable that there was a great failure in handling this pris- 
oner; his punishment appears vindictive ; his rehabilitation appears to have 
been ignored; and the criminologist would have to search far for a better 
example of general bungling and mistreatment. 


Psychosomatic Approach to Gynecology and Obstetrics. By Dr. 
Fritz Wenorar. XX and 346 pages. Cloth. Thomas. Springfield, 
Ill. 1953. Price $6.75. 


This book is written for the gynecologist and the obstetrician in a lan- 
guage that does not require him to have an orientation in psychiatry. It 
tries to make the obstetrician aware of the need for studying the individual 
as a whole and to make him aware that emotional and psychological fac- 
tors play an important part in the health of the individual. The author 
further shows how certain gynecological disorders are really expressions of 
inner conflict arising from the patient’s personality development. He ecov- 
ers a wide field with ease and clarity, giving many examples from experi- 
ences to illustrate his point. The book is definitely a contribution, not only 
to the obstetrician and gynecologist, but to all workers in the field of psy- 
chiatry and psychology. 


Hadrian’s Memoirs. By Maroverire Yourcenar. 313 pages. Cloth. 
Farrar, Straus and Young. New York. 1954. Price $4.00. 


This reviewer found Hadrian’s Memoirs to be a well-written and inter- 
esting novel. The psychological insight shown by the author is far from 
penetrating, but, at the same time, absurdities are notable by their absence. 

This tale deals with the Emperor Hadrian in much the same way Robert 
Graves treated Claudius in IJ Claudius. As might be expected, Hadrian’s 
Memoirs suffers from the comparison, the unexpected being that it suffers 
so little. The author takes no such liberties with the accepted theories of 
history as make up the stock in trade of Robert Graves, but nevertheless suc- 
ceeds in making fictionalized history fascinating. 
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A Cultural History of Western Education. Second edition. By R. Frer- 
MAN Burts. xii and 645 pages, with index and selected references. 
Cloth. MeGraw-Hill. New York. 1955. Price $6.50. 


Issued as a second edition, this volume is a successor to the same author’s 
A Cultural History of Education, published in 1947; it is limited mainly to 
Europe and the United States, and eovers—besides general history—impor- 
tant trends and developments of the postwar years since the former volume 
appeared. Professor Butts, professor of education at Teachers College, 
Columbia University, notes that the book is designed primarily for use in 
courses in the history of education but declares that he ‘‘ hopes that the book 
may also be of value to all who are seriously concerned with the future of 
American education.” That group, the reviewer notes, includes psychia- 
trists and all other scientists perturbed by present and anticipated future 
difficulties in the recruitment and training of enough competent young sci- 
entists for replacements and expanding needs. 

Professor Butts reviews social structures and the schools instituted within 
them from the earliest Babylonian and Egyptian civilizations until modern 
times, covering the subject intensively from the classic Greek and Roman 
period to our own day. The emphasis is primarily on elementary and sec- 
ondary education, and in recent times in particular on the public school, al- 
though the growth of the colleges and universities is competently outlined. 
There is regrettable lack of much attention to professional and scientific 
education. The interpretations of many cultures, past and present, are con- 
troversial ; the reviewer would be inclined to dispute some of the author’s; 
but the whole work evidences an attempt to be as thorough and factual as 
possible, and the volume can be recommended for reference purposes with 
considerable confidence. It is naturally not free from human prejudices; 
and the reader interested in American education of the last half-century 
will find—as is to be expected in a Teachers College text—that the discus- 
sion is heavily weighted on the side of those responsible for recent trends, 
or the movement generally known as ‘‘ progressive education.’’ 


The Girls from Planet 5. By Ricuarp Wi.son. 184 pages. Ballantine 
Books. New York. 1955. Price, paper 35 cents; hardbound $2.00. 


Richard Wilson writes a broad but good-natured satire on a woman-dom- 
inated United States, with Texas the lone male stronghold. Into this so- 
ciety, arrive the girls from Planet 5, a world where matriarchy has devel- 
oped beyond even terrestrial imagination. The story is fantasy rather than 
science fiction and is very good fantasy and very amusing fantasy. The so- 
cial and psychological trend which it satirizes is, of course, one which ought 
to be taken seriously and generally isn’t. 
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1,000,000 Delinquents. By Bensamin Fine. 377 pages. Cloth. World 
Publishing Company. Cleveland and New York. 1955. Price $4.00. 


Dr. Fine’s book is a comprehensive and definitive treatment of the juven- 
ile delinquency problem. The subject matter is traced from the sensation- 
alized accounts of youthful crime in the newspapers, up through the social 
factors and treatment facilities which exist to cope with the problem. In- 
formation is gathered from a multitude of sources throughout the country 
and threaded into a well-knit presentation. 

Many actual cases are reported, and no punches are pulled in demonstrat- 
ing the gravity of a situation in which, in one year, ‘‘1,000,000 boys and 
girls under the age of 21 will commit crimes serious enough to cause them 
to be picked up by the police.’’ Causative factors in these cases are then ex- 
plored in the home, neighborhood slums and gangs, and other environmental 
aspects. 

A critical review of what is being done to control and help these children 
in trouble brings the author to the conclusion that ‘‘here, surely, is a para- 
dox compounded of noble purpose and poor performance.’’ This latter 
comment refers to the good intentions and inadequate functioning of chil- 
dren’s court work. However, the author recognizes the handicaps, particu- 
larly in the public’s reluctance to spend money which would provide enough 
facilities for the courts to maintain the purpose of ‘‘building character 
rather than merely reclaiming’’ children who may become tomorrow’s erim- 
inals. 


Official History of the Canadian Medical Services, 1939-1945. 
Volume II, Clinical Subjects. W. R. Feasby, B. A., M. D., Edmond 
Cloutier, C. M. G., O. A., D. 8. P., editors. 531 pages. Cloth. The 
Queen’s Printer. Ottawa. 1953. Price $5.00. 


This medical historical volume was compiled by many contributors who 
had special knowledge of what really happened to military medicine during 
the war years. Detailed accounts of clinical procedures and ordinary meth- 
ods of medical care are not included. Emphasis has been placed upon sub- 
jects which were new and which became advances in medical treatment pro- 
cedures. Also many lessons were learned which deserve recording. 

In other words, this history serves as a record of events and at the same 
time preserves the technical knowledge acquired by experience. For these 
reasons this volume will be of great value, if, or when, another major mili- 
tary catastrophe occurs. 


There is to be another volume, Volume I. It will deal with the organiza- 
tion, development and military activities of the medical services of the 
Canadian Armed Forces during World War II. 
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Lawrence of Arabia. By Ricnarp ALpineron. 448 pages including in- © 


dex. Cloth. Henry Regnery Company. Chicago. 1955. Price $5.00. 


A British writer takes a searching look at one of the most enigmatic char- 
acters of our time. A flourishing crop of legends has grown up around 
T. E. Lawrence as the schizoid genius who led the Arabs to destruction of 
Turkey’s Near East empire in World War I. Aldington analyzes the leg- 
ends, calls on available fact and pictures Lawrence as a person who was 
indeed schizoid but far from a genius, unless a capacity for monumental 
lying qualifies him for that category. Lawrence, it appears, was an extreme 
neurotic, a poseur and a person whose life seems to have been devoted to 
conscious and unconscious compensation for his illegitimate birth. He was 
a woman-hater, though whether he was ever an overt homosexual may be 
an open question. (The trend is certainly plain enough in Lawrence’s own 
writing, The Seven Pillars of Wisdom.) The Arabs, says Aldington, 
thought Lawrence was a pederast. 

Aldington thinks the reputation of this pseudo-hero was carefully pro- 
duced by his own efforts. His great compaign appears as an ineffectual se- 
ries of minor skirmishes. Lawrence must, however, have had an impressive 

Aldington thinks the reputation of this pseudo-hero was carefully pro- 
personality. Sir Leonard Woolley apparently thought him a valuable field 
man in archeology. Liddell Hart (whose own military judgment may have 
been overrated since his theories contributed to the fall of France) was im- 
pressed by Lawrence’s story of his campaigns, to the point where he rated 
him a great military leader. Winston Churchill seems to have taken Law- 
rence seriously. And Robert Graves apparently accepted Lawrence at his 
own evaluation, but it might be remarked that Graves has also been fas- 
cinated by that other magnificent liar, Odysseus. 

If Aldington is correct, Lawrence should rank with Piltdown man as 
one of the most extraordinary fakes of the past century. Read in connec- 
tion with the voluminous material written by Lawrence himself and others 
who accepted his self-evaluation—from Lowell Thomas on—this Aldington 
work is as fine material for study as any psychopathologist could wish for. 


The Battle Done. By 8S. Leonarp Rupinsrein. 244 pages. Cloth. Mor- 
row. New York. 1954. Price $3.50. 


This is a novel about German prisoners of war and their American cap- 
tors in a South Carolina prison camp. The inevitable clash of ideologies, 
and personalities sprung from different climates, is good material for psy- 
chological fiction, but the treatment is superficial. The central figure, Ben 
Hoffman, a Jewish sergeant, is a consistent character as far as he goes, but 
he is rather one-dimensional. The others, like Ben, are reasonably well mo- 
tivated but one meets them too often in fiction. 
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African Folktales and Sculpture. Tales selected by Paul Radin, seulp 
ture by James Johnson Sweeney. 355 pages, with 160 photographs of 
native sculpture. Cloth, 9x12 inches. Bollingen Series XXXII. Pan- 
theon. New York. 1952. Price $8.50. 


Most of the Bollingen books are scientific or scholarly investigations in 
the fields of comparative religion, folklore, mythology and mysticism, all 
illuminated more or less by insights from Jungian dynamic psychology. The 
present book contains a collection for adult readers of tales selected from 
more than 25 primary sources, as Andrew Lang selected folktales for his 
‘*fairy books’’ for children. Many of them are dramatic examples of uni- 
versal themes, the complications of the Oedipal situation, or the triumph 
of the mannikin over the giant; and there is one story that suggests an 
African original of Uncle Remus’ tale about B’rer Fox and the Tarbaby. 
Sweeney’s selection of sculpture, beautifully photographed, is related to 
Radin’s stories more by geography than by culture. Some of it is primi- 
tively ‘‘artless,’’ some symbolic, some fantastic by Western standards, and 
some would rate—for sophistication, technique, and mastery of modeling 
as art in any company. 

Any such collection as this is of background value to any student of 
man and his society ; but the particular appeal of this volume is likely to be 
as a gift book for the person with literary and artistic interests, a purpose 
for which it is admirably adapted. 


Treasury of Philosophy. Dagobert D. Runes, editor. 1280 pages in- 
eluding index. Cloth. Philosophical Library. New York. 1955. 
Price $15.00, 


Runes’ Treasury of Philosophy recalls the Morveaux Choisis of this 
writer or that, of which French editors used to be so fond. One will not 
get a broad view from it. It is a collection of brief remarks on a wide va- 
riety of subjects, set down by thinkers who range from Plato to Max Planck. 
The authors include Henry Ward Beecher, Abraham Lincoln, Benjamin 
Franklin, Albert Einstein and a host of scientists, preachers, politicians, 
economists, novelists and essayists, besides figures commonly thought of as 
philosophers. The reader will not gain any picture of the development of 
philosophy or of the views of individual important philosophers from this 
collection. In fact, it is the present reviewer’s opinion that the book is 
badly mis-titled. It is, however, an admirable collection of readable re- 
marks which the editor or his collaborators must have enjoyed personally. 
It does not add much to the sum of human knowledge, but it can be recom- 


mended as a book which many cultivated readers will like to have on their 
bookshelves. 
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THOMAS C. GUTHRIE, M. D. Dr. Guthrie is a graduate of Princeton, 
in 1944, and of the Columbia University College of Physicians and Sur- 


geons in 1947. After interning at Bellevue Hospital, New York City, he 
entered the service of the United States Veterans Administration, where he 
was successively a resident in neurology, chief resident and assistant section 
chief in neurology. He was a fellow in the Army Graduate Medical School 
during the summer of 1952 and served the following year in the army where 
he was chief of the neurology service at Valley Forge Army Hospital. He 
was liaison representative of the Department of the Army in the fall of 
1953 to the Fifth International Congress of Neurology in Lisbon. He is at 
present in practice in New York City; he is married and has two children. 

Dr. Guthrie is the author or co-author of a number of published scien- 
tifie papers, chiefly on neurological subjects. Two deal with multiple scler- 
osis, 


MARIAN AXEL, M. D. Born in 1900 in Cracow, then held by Austria- 
Hungary, Marian Axel was educated in that city and in Vienna, obtaining 
his bachelor’s degree from the Jagellonie University of Cracow in 1923 and 
his medical degree from the same institution in 1926. He served in various 
Vienna, Paris and Berlin clinies, doing research principally in endocrin- 
ology and experimental biology, studying psychiatry and psychoanalysis, 
and supporting himself by popular magazine writing and service in various 
medical posts until 1931. In 1931 and 1932, he studied preventive medicine 
in Cracow, and went into private practice in 1933, practising during 1936 
in Warsaw. He organized model health centers near Warsaw for the gov- 
ernment in 1937 and was national director of prophylacties for the Polish 
Ministry of Health and the National Insurance System in 1938 and 1939. 
He served suecessively with the Polish, French and British armed forces 
from 1939 to 1942 and was with the Polish government in exile in tondon 
as a medical expert from 1942 to 1945. 

After three years of general private practice in London, in which he 
found a predominance of psychosomatic cases and during which time he 
did postgraduate study in psychiatry, he came to the United States and 
was licensed to practice in New York State by examination in 1949. Dr. 
Axel has been with Hudson River (N. Y.) State Hospital since 1951 and is 
now a supervising psychiatrist there, in charge of a large semi-disturbed 
female service. He spent 1953 with the Psychiatric Institute in New York 
City. Dr. Axel is a member of the American Psychiatrie Association and 
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other professional organizations; his principle psychiatric interests are re- 
search in schizophrenia aid work in preventive psychiatry. 


ARTHUR WEIDER, Ph.D. Dr. Weider was graduated from New York 
University ; received his A. M. degree from Columbia University and his 
doctorate from New York University in 1946. He has worked on test con- 
struction, first as an assistant to Dr. David Wechsler at Bellevue, and later 
with Dr. Harold G. Wolff and his associates at Cornell University Medical 
College. He has also been personnel consultant in the medical division of 
the Caterpillar Tractor Co. in Peoria, IIl., as representative of the Cornell- 
Caterpillar Program for Mental Hygiene in Industry. 

He has taught psychology at Long Island University, the College of the 
City of New York, Hunter College, and Bradley University, and until re- 
cently was associate professor of medical psychology at the University of 
Louisville School of Medicine. He has now returned to the staff of Cornell 
University Medical College and is also assistant visiting psychologist in neu- 
rology to the neurology service, Second (Cornell) Division at Bellevue Hos- 
pital. He is the author or co-author of some 25 articles and was editor of 
the two-volume Contributions Toward Medical Psychology, published in 
1953. 


BELA MITTELMANN, M.D. Dr. Mittelmann took his medical training 
at the German University of Prague, graduating in 1922. He has held ap- 
pointments at the New York Post-Graduate Medical School, Columbia Uni- 
versity; the New York Psychoanalytic Institute; and Cornell University 
Medical College. At the present time, he is engaged in an active psycho- 
analytic practice and is an assistant clinical professor in the department of 
psychiatry, New York University College of Medicine. He is the author or 
co-author of more than 35 articles and a book, Principles of Abnormal Psy- 
chology. 


DAVID WECHSLER, Ph.D. Dr. Wechsler did his graduate work at 
Columbia University and obtained his doctorate there in 1925. After sev- 
eral years of study abroad, he was appointed chief psychologist at Bellevue 
Psychiatric Hospital where he has been since 1932. He is best known for 
construction of intelligence, memory, and personality tests. At present his 
academic posts are: clinieal professor of clinical psychology, New York Uni- 


versity College of Medicine and adjunct professor of psychology, Graduate 
School of Arts and Sciences, New York University. He is the author or 
co-author of some 50 articles; and several of his books and tests are con- 
sidered standard equipment in the armamentarium of the psychologist. 
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HAROLD G. WOLFF, M. D. Dr. Wolff was graduated from the Har- 
vard University Medical School in 1923. His postgraduate training was 
at Roosevelt Hospital, at Harvard Medical School in neurology and neuro- 
physiology, at Boston City Hospital, and at Cornell University Medical Col- 
lege in neurology, at the University of Graz in neuropharmacology, and at 
Phipps Psychiatrie Clinie of the Johns Hopkins University. Following a 
year in 1931 in European neurological clinics, he has been in full-time 
teaching and research at Cornell University Medical College and the New 
York Hospital. He is professor of medicine (neurology) at Cornell Univer- 
sity Medical College and attending physician at the New York Hospital. 
He is also associate professor of psychiatry and associate attending psychia- 
trist at the Payne Whitney Psychiatrie Clinic. Dr. Wolff has published 
some 400 articles and 10 monographs on diseases of the nervous system, 
conditioned reflexes, pain, headache, cerebral circulation, cerebral function, 
and stress and disease. 


HENRY HARPER HART, M.D. Born in Toronto in 1896, Henry Har- 
per Hart attended public school in Sault Ste. Marie, Ontario, and high 
school in Montreal. He was graduated from McGill in 1916 and received 
his M. D. and C. M. degrees from McGill in 1922. He interned at Royal 
Victoria Hospital in Montreal, served as a medical officer of the Hudson 
Bay Company, was on the staff of Boston Psychopathic Hospital, the Henry 
Phipps Psychiatrie Clinic in Baltimore and the Infirmary for Nervous Dis- 
eases in Philadelphia. 

Dr. Hart trained at the New York Psychoanalytic Institute from 1939 
to 1945. He has been an instructor at the School of Applied Psychoanaly- 
sis, the New York Psychoanalytic Institute, since 1945. He is a member of 
the American Psychoanalytic Association, has been a member of the New 
York Psychoanalytic Society since 1947, and is a member of numerous other 
professional organizations. He has held a number of positions as associate 
or consultant in psychiatry and neurology. He was attending neurologist 
at the Neurological Institute from 1929 to 1951 and attending psychiatrist 
at the Vanderbilt Clinie from 1928 to 1951. 


During World War I he was with the Canadian Army Medical Corps in 
France in 1916 and 1917 and with a Canadian general hospital in France 
in 1917 and 1918. Dr. Hart is the author of numerous psychiatric and psy- 
choanalytic papers and he has contributed previously to this QuARTERLY. 


JOSEPH ROBERT COWEN, M.D. Dr. Cowen received his medical de- 
gree from the University of Maryland in 1950. He interned at Wayne 
County General Hospital and Infirmary at Eloise, Mich., became a resident 
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in psychiatry at Spring Grove State Hospital, Catonsville, Md., and has 
been on the staff of that institution ever since. He has been a trainee in 
psychotherapy at the University of Maryland since 1951. 


SIDNEY ROSEN, M.D. Dr. Rosen received both his undergraduate and 
medical training at the University of Western Ontario, London, Ontario, 
where he obtained his medical degree in 1948. After a year of internship 
at Lincoln Hospital, the Bronx, he served at Syracuse (N. Y.) Psycho- 
pathie Hospital as a resident for two years and as a provisional senior psy- 
chiatrist for one year. He also served as an assistant resident in neuro- 
surgery at Memorial Hospital, Syracuse. He was a senior psychiatrist at 
Brooklyn (N. Y.) State Hospital in 1952 and 1953. 

From 1953 to 1955, Dr. Rosen was a captain in the United States Army 
Medical Corps, serving as a psychiatrist in Korea and Japan, where he was 
chief of the out-patient clinic, department of psychiatry, at the Tokyo Army 
Hospital. He returned to Brooklyn State Hospital as a senior psychiatrist 
after his discharge from the army and has been assigned there to various 
mental hygiene clinic posts, including one with the Co-ordinated Commun- 
ity Health Clinics of Brooklyn, Ine. Dr. Rosen is a member of the Amer- 
ican Psychiatric Association and the American Group Therapy Association 
and is a candidate at the American Institute for Psychoanalysis. He gives 
his hobbies as photography and judo and his recent professional interests as 
Oriental philosophies and the relationship between psychoanalysis and re- 
ligions. 


ERIC BERNE, M. D. Erie Berne is in the private practice of psychia- 
try in Carmel, Calif. He studied at McGill University, the Yale Institute 
of Human Relations, and the New York and San Francisco Psychoanalytic 
Institutes. He is a diplomate of the American Board of Psychiatry and 
Neurology and a fellow of the American Psychiatric Association. He was 
formerly a consultant for the United States Army, an attending psychiatrist 
for the Veterans Administration, and a member of the outpatient staff of 
Mount Sinai Hospital in New York. At present he is an adjunct psychia 
trist at Mount Zion Hospital in San Francisco, with a special interest in 
group therapy in the clinic, in private practice, and in various agencies for 
which he is consultant. 

He is the author of a popular book on psychiatry, The Mind in Action, 
and of many articles in the professional literature. His publications in this 
QuarterLy and THe SuprLement include ‘‘The Nature of Intuition’’ 
(1949), ‘‘Cultural Aspects of a Multiple Murder’’ (1950), and ‘‘Concern- 
ing the Nature of Communication’’ (1953). 
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MORRIS D. RIEMER, M. D. Dr. Riemer is in private psychiatric prac- 
tice in Brooklyn. Born in New York City in 1904, he attended Columbia 
College and was graduated in medicine from Long Island College Hospital 
in 1927. He interned at Broad Street Hospital, New York City, then joined 
the staff of Brooklyn (N. Y.) State Hospital, remaining there until he re- 
signed as senior assistant physician to enter private practice in 1943. He 
was trained in psychoanalysis at the New York State Psychoanalytic Insti- 
tute, and he has been on the psychiatric staffs of Greenpoint Hospital and 
Brooklyn Jewish Hospital. He was associate director of the Brooklyn Child 
Guidance Clinie from 1937 to 1940. He is a member of the American Psy- 
chiatrie Association, the Brooklyn Psychiatrie Society and the New York 
Society for Clinical Psychiatry. Dr. Riemer is the author of a number of 
scientific papers, several of which have appeared in this QuarTERLY. He is 
married and has two daughters. 
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IMPORTANT SCIENTIFIC MEETINGS SCHEDULED FOR 1956 

Of first importance to psychiatrists among scientific society and official 
meetings, the American Psychiatrie Association will conduct its 112th an- 
nual meeting in Chicago, April 30 to May 4, 1956. The American Psycho- 
logical Association will also hold its 1956 sessions in Chicago, but they will 
be late in the summer, August 29 to September 5. The American Ortho- 
psychiatric Association will have its thirty-third annual meeting at the 
Hotels Commodore and Roosevelt in New York City on March 15, 16 and 17. 

Important gatherings late in 1955 are the annual meeting of the National 
Association for Mental Health in Indianapolis from November 4 to 6 and 
that of the American Occupational Therapy Association in San Francisco 
from October 22 to 28. The Governor’s Conference on Aging, the first of 
its kind in New York State, is in Albany from October 18 to 20. 

Two important summer schools for 1956 are those of the Yale University 
Summer School of Alcohol Studies, with its fourteenth annual sessions to 
be conducted in New Haven, July 1 to July 26, and of the Tenth Annual 
Summer National Training Laboratory in Group Development—an en- 
deavor sponsored by the National Education Association and several co- 


operating universities—at Bethel, Me., from June 17 to July 6 and from 
July 22 to August 10. An unusual course is the 1955-1956 seminar series of 


Ypsilanti (Mich.) State Hospital, with a seminar conducted in September 
1955 by Franz Kallman, M. D., one in November by John N. Rosen, M. D., 
a January seminar conducted by Margaret Mead, Ph.D., and one in March 
conducted by George 8S. Stevenson, M. D. 

There are several important mental health conferences in New York State, 
one on industrial mental health, November 15 and 16, at Cornell University 
under the auspices of the New York State School of Industrial and Labor 
Relations, and the first joint meeting of the state’s community mental health 
boards in Syracuse, January 29 to 31, under the auspices of the New York 
State Department of Mental Hygiene. 

ai o oie 
DR. CLEMENTS C. FRY, MENTAL HEALTH TEACHER, DIES 

Clements C. Fry, M. D., head of the Yale Department of University 
Health since 1937 and professor of psychiatry and menta! health at Yale 
since 1940, died on November 24, 1955 at the age of 63. He was co-author 
with Edna Rostow of Mental Health in College, and with Howard W. Hag- 
gard of The Anatomy of Personality. Dr. Fry had a notable collection of 
medical documents, prints and watercolors covering the last five centuries, 
and an extensive library on the history of medicine. ; 


OCTOBER —1955-—M 
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SIEGFRIED BLOCK, M, D., DIES IN NEW YORK CITY, AGED 73 


Siegfried Block, M. D., New York City neurologist and psychiatrist, who 
was widely known in forensic psychiatry as an expert witness at both civil 
and criminal trials, died in Montefiore Hospital, the Bronx, on October 18, 
1955 at the age of 73. Born in Berne, Switzerland, Dr. Block was gradu- 
ated from Long Island Medical College in 1905 and practised in Brooklyn 
until 1952 when he moved, to live with a brother in Manhattan. 

Dr. Block taught at Long Island Medical College for 17 years; he was 
active in educational work and was one of the originators of the children’s 
court system in New York City. 


INSTITUTE EXHIBITS PART OF FREUD COLLECTION 


The New York State Psychiatric Institute is taking part in observing the 


centenary of the birth of Sigmund Freud during 1956 by an exhibition of 
part of the materia) in the Freud Memorial Room of the Institute library. 
Similar exhibitions will be conducted by other institutions during the year, 
and the New York State Institute’s part is an exhibition from January 16, 
1956 through February 10, the first of those to be held. 

The Freud Memoria! Room holds a considerable part of Freud’s library, 
and exhibits include a number of his holograph manuscripts, letters, photo- 
graphs, and translations of Freud’s works into 14 languages. 


— 4) - — 
CHILD PSYCHIATRY TRAINING OPPORTUNITIES ANNOUNCED 


A number of fellowships for specialized training in child psychiatry in 
member clinies of The American Association of Psychiatrie Clinies for Chil- 
dren have been announced by the association. Stipends are approximately 
#3,600, in line with standards of the United States Public Health Service 
from which funds are mainly derived; most clinies have a two-year train- 
ing period, a few will train for a single year. The association has requested 
that the minimum prerequisites be emphasized in published announcements 
of these openings. The association says: ‘‘The training begins at a third- 
year, postgraduate level with minimum prerequisites of graduation from 
an approved medical school, an approved general or rotating internship, 
and a two-year residency in psychiatry, approved by the American Board 
of Psychiatry and Neurology.’’ 

The Veterans Administration Hospital at Lyons, N. J., has asked this 
QUARTERLY to note that it has fully accredited one- to three-year residencies 
in psychiatry available, with lectures, conferences and seminars under the 
direction of the department of psychiatry, New York Medica] College. 
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RICHARD L. HARRIS, M. D., VA HOSPITAL HEAD, DIES 


Richard L. Harris, M. D., manager of the Franklin Delano Roosevelt Vet- 
erans Administration Hospital at Montrose, N. Y., died there of an attack 
of coronary thrombosis on November 22, 1955. He was 59 years old. Dr. 
Harris had served with the Veterans Administration for many years, fol- 
lowing receipt of his medical degree from the University of Georgia in 1920. 
In World War LI, he was a colonel in the medical corps. He was assistant 
professor of clinical psychiatry at Cornell University Medical School. 

ieidanaiiie jain 


LEONARD 8. COTTRELL, JR., TO EDIT ““SOCIOMETRY ”’ 


Leonard 8. Cottrell, Jr., social psychologist of the Russell Sage Founda- 
tion, will become editor of Sociometry with the issue of March 1956, when 
that quarterly becomes an official publication of the American Sociological 
Society. There will be 36 associate editors and consultants. 

Sociometry was founded by J. L. Moreno, M. D. in 1917. 

‘a inns . 








FRANKLIN B. KIRKBRIDE IS DEAD AT 88 


Franklin B. Kirkbride, New York City philanthropist and possibly the 
best-known layman in the field of psychiatry, died at his home in New Ca- 


naan, Conn., September 28, 1955 at 88 years of age. Mr. Kirkbride, a son 
of Dr. Thomas 8. Kirkbride, a founder of the American Psychiatrie Asso- 
ciation and one of the great figures of psychiatry a century ago, had been 
president of the board of visitors of Letchworth Village at Thiells, N. Y., 
since 1935. He had been connected with this New York State school for 
the mentally defective even before its founding, when he served on a com- 
mittee to choose its site in 1907; and he had been a member of the board 
of Visitors from the time the institution opened to the time of his own 
death. In 1909, he became secretary of the board, a position he held until 
1935 when he was elected as its president. 

Mr. Kirkbride was a tireless and constant worker for the welfare of 
Letchworth Village; he personally wrote or supervised the composition of 
its board of visitors’ annual reports for many years; and they became 
widely known in psychiatric circles as models of completeness, organization 
and composition. Many included what amounted to short essays on social 
and political philosophy and mental hygiene. He was an earnest advocate 
of expanded research in mental deficiency and mental disorder. 

Mr. Kirkbride was an investment adviser, holding many important busi- 
ness and fiduciary posts; he had been active in the Association for Improv- 
ing the Condition of the Poor and in the Milbank Fund, besides his interest 
in Letchworth Village. He leaves his wife, the former Lydia Brooks Bell, 
a son, David B. Kirkbride of New Canaan, Conn., and two sisters. 
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HOSPITAL PHYSICIANS’ ORGANIZATION MEETING SET 


The Physicians’ Association, Department of Public Welfare, State of 
Illinois, which is sponsoring the formation of a national organization of 
mental hospital and clinie physicians, will have desk space at the 1956 an- 
nual convention of the American Psychiatrie Association, April 30 to May 
1, in Chicago, for information and registration. On May 1, there will be a 
meeting to lay the groundwork of the national organization. 

















A Rorschach Training 
Manual 


By 
James A. Brussel, M. D., Kenneth 8. Hitch, 
and 
Zygmunt A. Piotrowski, Ph.D. 


With Color Illustrations of the Rorschach Cards 
Third Edition—Completely Revised and Greatly Enlarged 


This Third Edition of the State Hospitals Press’ previously 
untitled manuai of the Rorschach method comprises the 
articles, ‘‘An Introduction to Rorschach Psychodiagnostics’’ 
by Dr. Brussel and Mr. Hitch, and ‘‘A Rorschach Com- 
pendium’’ by Dr. Piotrowski. The Brussel-Hitch paper, 
originally printed in THE PSYCHIATRIC QUARTERLY 
in January 1942 for military use was first revised for this 
manual in 1947 to adapt it for civilian practice and was 
again completely revised in July 1950. Dr. Piotrowski’s 
‘*Rorschach Compendium’’ was written originally for the 
1947 edition of the manual and was completely revised and 
greatly enlarged for the third edition in July 1950. In its 
present form, it first appeared in THE PSYCHIATRIC 
QUARTERLY for July 1950. 


A price increase from 50 cents for previous editions to 75 cents 
for the present one has been necessitated by the enlargement of 
the book, as well as by increased costs of book production. 


86 pages and color illustrations Paper 1950 


Price 75 Cents 


STATE HOSPITALS PRESS UTICA 2, N. Y. 

















THE INDEX 
TO THIS VOLUME HAS BEEN REMOVED 


FROM THIS POSITION AND PLACED AT 


THE BEGINNING OF THE FILM FOR THE 


CONVENIENCE OF READERS. 

















A PSYCHIATRIC WORD BOOK 
A Lexicon of Psychiatric and Pseychoanalytio Terma—for Students of 
Medicine and Nursing, and Psychiatric Sooial Workers 
By RICHARD H. HUTCHINGS, M. D. 
Seventh Edition (April 1943) Revised and Enlarged 
Seventh Printing 
255 pages; pocket size; gold-stamped, ruby, waterproof, 
semi-flexible, cloth binding 
PRICE $150 POSTPAID 


From Reviews of Seventh Edition— 


This very useful and convenient pocket-size lexicon . . . will be found to 
contain all the terms . . . that any one is likely to need who reads psychiatric 
literature or speaks the language. “—Amerioan Journal of Psychiatry 


A book which admirably fulfills its purpose. This new edition includes 
Rorschach terms and short biographical notices. 
—American Journal of Orthopsychiatry 


STATE HOSPITALS PRESS Utica, N. Y. 











SOCIAL AND BIOLOGICAL ASPECTS OF MENTAL DISEASE 


By 


BENJAMIN MALZBERG, Ph.D. 
New York State Department of Mental Hygiene 


Statistical analyses of the records of admissions to New York civil 
state hospitals provide a basis for study of these vital problems: 
the increase of mental disease; the relation of mental disease to age, 
sex, environment and marriage, nativity and race; expectation of life; 
the efficacy of insulin shock therapy. A valuable work of reference 
for the psychiatrist, the biologist, the sociologist and the stutistician. 


Olothbound 1940 360 pages with index 
Price « : - $2.50 


STATE HOSPITALS PRESS 
Utica, N. Y. 



































